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A METHOD OF RESOLVING ACUTE CATATONIC EXCITEMENT 


BY JOHN NATHANIEL ROSEN, M. D. 


Individuals suffering from catatonic excitement may develop a 


steadily mounting temperature accompanied by increasing exhaus- 
tion. These patients are ordinarily treated with continuous bath, 
sedation, supportive therapy, and forced feeding. The cases se- 
lected for this study had proved refractory to this method of treat- 
ment, and progressive exhaustion and loss of weight appeared to 
indicate a fatal outcome. The therapeutic approach instituted at 
this point was a psychological one based on psychoanalytic con- 
cepts. 

At the turn of the last century, catatonic excitement was known 
as ‘‘acute delirius mania,’’ ‘* Bell’s mania,’’ or ** Bell’s disease,”’ 
and was considered an independent clinical entity. ozowski,' 
Redalié,? Claude and Cuel,® and others agreed that the symp- 
tom picture was one of disorientation, hallucination, elemen- 
tary and generally confused intense motor activity, rise in temper- 
ature, and physical exhaustion with marked loss in weight. Death 
oceurred in one to two weeks. Bleuler,* Sander,’ Kozowski,’ and 
Binswanger and Berger ascribed this fulminating illness to patho- 
logic changes caused by autotoxie or infectious agents, while 
Thoma’ thought it might be due to physical changes in the brain. 
Furstner,® Weber,’ Redalié,? Claude and Cuel® did not consider 
the brain pathology sufficiently specific to explain the excitement. 

Subsequent studies proved these etiological theories unsound. 
Scheidegger’ and Fischer" concluded on the basis of clinical and 
autopsy findings that the illness was the result of a schizophrenic 
process and the cause of death the psychosis itself. As opposed 
to the pure organicists, these men, who could find no pathology 
to account for the excited state, seemed more concerned with the 
content. As a result, their descriptions are rich and accurate in 
detail. They were particularly impressed with the fear exhibited 
by their patients. To emphasize this fear, they used such adjec- 
tives as—-hochgradiqster-angst (highest degree of anxiety), w- 
heimliche-angst (untranslatable), wilde-angst (wild anxiety), trieb- 
massige-angst (driving anxiety). Schiile called it ‘‘demoniacal 
fear.’’ Ilowever, one does not yet observe at this point any ap 
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proach to the problem that may be considered truly psyehody- 
namic. It remained for Freud and his followers to develop tech- 
niques and insights by means of which one may explore more prof- 
itably the content of mental states. The author has applied cer- 
tain basic psychoanalytic concepts to penetrate the psychotic sys- 
tems of individuals in acute catatonic excitement in an attempt to 
aid them to reestablish contact with reality through the medium of 
their contact with him. In order to establish such contact, the au- 
thor deliberately assumed the identity, or identities, of the figures 
jwhich appeared to be threatening the patient, and reassured the 
latter, that far from threatening him, they would love and protect 
him. If this seems to be a rather dramatic method and one eal- 
culated to arouse apprehension as to subsequent relations between 
the patient and physician, it can only be said that: (1) The pa- 
tients who were selected for treatment showed mounting fever in 
spite of all the customary methods of treatment and seemd doomed 
to die; and (2) in no case did the outcome justify the apprehen- 
sion. 

The following are three of the eases treated in the manner de- 
scribed. <All seven_patients studied showed essentially similar 
responses, 


Case 1 


Joseph S., aged 15, was admitted to the New York State Psychi- 
atric Institute and Hospital on January 27, 1943. He was de- 
scribed as moody, retarded, mute, and antisocial. He felt that 
everything was disintegrating about him and thought he was grad- 
ually ‘‘dying and evaporating.’’ Voices called him vile and pro- 
fane names but sometimes referred to him as a genius. Thyroid 
treatment was given from April to July, 19438, and he was dis- 
charged on August 31, 1948, as unimproved. The diagnosis was 
dementia precox, catatonic type. 

Ile was admitted to Brooklyn State Hospital on September 13, 
1945, in a catatonic stupor with marked negativism and mutism and 
moderate cerea flexibilitas. On September 21, 1948, insulin shock 
therapy was begun and he received a total of 42 treatments. Some 
improvement was noted. On November 2, metrazol shock therapy 
was started. After three treatments, he became increasingly ex- 
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cited and began to show elevation of temperature. Intravenous 
sodium amytal was effective for only a brief period in controlling 
his excitement. Finally, he was transferred to the medical ward 
where he was considered tn extrenmis. 

When approached by the physician at this time, the patient was 
in bed in a well-lighted room, protected by a restraint sheet. The 
physician took a position near the foot of the bed where he could 
easily be seen by the patient. The latter, who was straining against 
the sheet and rolling his head from side to side, looked feverish 
and exhausted. Ile said, ‘*I didn’t even touch him. The British 
Impire is coming to an end. The whole world is coming to an end. 
Where is that man? Ile just was captured. Looks like a fellow 1 
once knew. You didn’t do it. Well, | did it. Where am I now? 
Well, he’s the man. He’s crazy. Where is she? I didn’t bother 
David Jay. (At this point the patient made a noise which sounded 
like that of an airplane motor. It will subsequently be referred to 
as the ‘motor noise.’’) ‘*] wouldn’t mind finding a Messerschmitt. 
I’m surrounded. Help! Help! Did he vell?’’ This last is evidence 
of the degree of dissociation in this patient. He constantly referred 
to himself in the third person. ‘To continue: ** Why that American 
torture? Martial music. What’s she picking up her leg for? 
Joseph S. He’s the one. Where is that woman? My mother! All 
right, I'll have torture.’’ These remarks appear to refer to an in- 
cestuous temptation. What the torture he referred to consisted of, 
or who was to administer it, the physician did not vet know. What 
was noted, however, was intense fear and indescribable straining 
against the restraint sheet. 

The physician shouted words of reassurance and encouragement 
to him but these were ineffective. In a few moments the patient 
continued: ‘‘He’s coming at me. If I only had a machine gun. 
He’s a Jew. Isn’t he invisible?’’ (Motor noise!) ‘*I only saw him 
in a picture. Long live the German empire. He’s on top of us. 
Kall him, God damn it.’’ The patient undoubtedly felt that he was 
in an airplane and that in this lofty position he was being threat- 
ened by disaster. ‘‘I should have been a girl.’’ Apparently he 
was expressing a homosexual defense against incest temptations 
and the danger of the lofty position, i. e., manhood. ‘*Can I kill 
him? Should I cut his head off?’’? At this point he again demon- 
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strated a paroxysm of fear. ‘‘Osear 8. did it.’? (Osear §. is his 
older brother.) Oscar and I used to fight. The British empire. 
They cut off my tongue.’’ (Castration!) At this point the physi- 
cian was attempting to understand the material in the same man- 
ner in which one follows free associations. Little was said to the 
patient, but it was surprising how clearly his problem revealed 
itself. The patient continued: ‘*Go to Hell. God dainn her. The 
son of a bitch. Who? My older brother. He’s fighting for the 
American flag. 1] don’t want an older brother. J wish Phillip A. S. 
was dead already.’’ (Phillip A. S. is his father.) ‘*I drank a drop. 
mia baby.’? Treatment was discontinued, and orders were left 
for no sedation or tube-feeding. Sedation interrupts the produe- 
tions and delays the next step in the treatment. Regarding the 
tube-feeding, the therapist wants the patient to be hungry, if pos 
sible, so that he may be spoon-fed by the physician in order to re- 
store the early infantile relationship. It will be noted that the 
patient said he was a baby. 

The second treatment was undertaken on November 13. The 
patient had spent a sleepless night and had kept on almost inces- 
santly with the ‘‘motor noise.’’ His physical condition was so 
poor that the physician elected to enter his hallucinatory world 
dramatically in the role of father. In other cases, the physician as- 
sumed the role of priest, mother, mother-in-law, ete., depending 
upon the information gained from the productions. In this case, 
it appeared necessary to take on the father rdle before the indica- 
tions for this step were clear, because the patient was rapidly get- 
ting worse. Since Oedipal material was preponderant and the 
patient appeared to feel that the father threatened his life, it was 
deemed necessary to show him that his father would protect his 
life rather than kill him. 

When the physician entered the room at 10 a. m., the patient was 
making the ‘‘motor noise:’’ ‘*Dracula. Let me go. My little 
brother. Trouble. Monsters.’’ Again a paroxysm of fear. The 
physician said: ‘*l’m your father. Don’t be afraid. Don’t run 
away. I won’t let anyone hurt you.’’ Thereupon he said: ‘‘He 


didn’t say he loves her. IT love who? Gorillas. You’re right, Ma. 
I robbed a lot. World, I robbed. I’m proud of it. I spent it on a 
B-B gun. Phillip A. S., the dirtiest bitch that ever lived. Who the 
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hell is Lewis S. He’s crazy. Write that down.’’ (Note that this 
was the first remark directly addressed to the physician.) ‘*So 
what? He robbed. Who’s that?) Joseph S. That’s me. On top 
of the world. Would I kill that guy?) Jerry’s afraid of you.’’ 
(Motor noise!) ‘*Osear. Damn him. Osear S.) My grandfather. 
‘jo think they tortured Ned.’’ (Motor noise!) ‘**tle’s begeing.’ 
The patient frequently referred to himself in the third person. 
Perhaps he was begging for merey froin a threatening figure. 
‘*Monster. Monster. Damn the American empire. Don’t! Don’t! 
Please! Oh, trouble! Patriot. Uncle Louis. Who the fuck is he? 
I'd murder him. My Uncle Ned died. Spencer Tracy. Who said 
noise ?’’ (Motor noise!) 

At this point, the physician held the patient’s head in his hands 
and, speaking softly, told him that he was his father, that he loved 
him and would not punish him and that he would not permit 
anybody else to punish him. ile then ealled lim by name. The 
patient continued: **My name ain’t Joseph S. Ile said he ain’t 
Joseph S. Ned said he loved me. All that torture. iow | love 
you!’’ Since the patient said ** Ned”? (an uncle) *tloves me,’’ the 
physician said *t I’m Uncle Ned. I love you. | will protect you. 
Nobody will hurt you.”’ The patient continued: ** Louis too. Trou 
ble, trouble. Oh, my mother. I don’t want to touch her, No! No! 
Ilere it was felt that if the patient could be made to understand 
that the physician understood his struggle with incestuous tempta- 
tions, progress could be made. He was told plainly that the physi 
cian was his father and that he would not be punished even if he 
did it. He responded, apparently denying his incestuous wish, **] 
don’t want to touch her,’’ and made the motor noise loudly and for 
a long time. Apparently, he did not trust his physician (father). 
‘*No, no, no, no. I wanted to be a crook. Joe, don’t go. Joe, | 
love you. I don’t like the way my eves see hiin.’’ (Laughter). ‘* Who 


are you?’’ (This was a direct reference to the physician, who 


thought it best to be Uncle Ned and said so.) He replied: ** Ned 
W.? Where is he? I’m Ponce de Leon, Junior, restore youth. 
Are you Unele Ned? You’re not my Unele.’? (Motor noise!) 
‘“‘The monster. Where is he?’’ He was told that there was no mon- 
ster present and reassurances were repeated. Thereupon, he 
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burst into gales of laughter. ‘‘She was a girl. She’s a man now. 
The richest man in the world.”’ 

The patient made the motor noise, and the physician shouted to 
him: ‘*You can’t get away like that any more. The plane doesn’t 
work. It’s broken.’’ He replied: ‘*Il love torture. No, 1 don’t. 
Where is Uncle Ned?’’?) The physician said: ** Here Tam.’’ ‘* You 
mean Ralph wants to fly a P-4. Let’s go back. Quick. No. Ned, 
Ned. I’m not a woman. Where’s Ned? He’s gone.’’ The physi- 
cian interrupted with: ‘*No, I’m here. I’m Uncle Ned.’’ ‘* Where’s 
Oscar? Can | kill him?’’ As this question was directed to the ex- 
aminer, it was assumed that he recognized the latter as a person 
with authority and power, apparently the beginning of evidence of 
a positive transference. He continued: **1 don’t want Rachel (his 
baby sister) in me.’’ At this point, he made the motor noise which 
now seemed to be preponderantly a means of escape. When the 
material was of a threatening nature, he would use the motor noise 
to escape it. Here apparently, he was struggling with the fantasy 
of being pregnant, an identification with his mother. This might 
be construed as a defense against the passive homosexuality stim- 
ulated by the physician’s assurances of love. Again, he was told 
that the plane was broken, and that he did not need it anyway, 
since the physician would protect him against all harm. He went 
on: ‘* Phillip A. S., my father. Oh, what trouble! Joe, I love you.”’ 

The physician pleaded with him: ‘‘Let me help you.’’ This was 
greeted by the motor noise rather fiercely. ‘* Died, did she?’’ The 
physician asked him: ‘*‘Who died, son?’’ He replied: ‘*Oh, he 
calls me son.’’ The physician stated: ‘*Yes, you are my son. | 
love you. I’ll take care of you. No one ean harm you now.’’ The 
patient continued: ‘‘Cannon balls. That woman. No.’’ The phy- 
sician interrupted: ‘‘I’ll help you. I’ll protect you.’’ The patient 
stated: ‘*Damn it, damn it.’’ Then, the motor noise. The physi- 
cian repeated: ‘‘It’s no good any more,’’ and the patient looked up 
and smiled rather pleasantly. He asked: ‘‘Where is Lou? The 
fucken bastard. [’ll kill him. Lou said, ‘Don’t smoke.’ You’re go- 
ing to die, Lou. Don’t say that Joe. I still got time to live. She 
‘alled me the freshest. My own mother. I’m a baby. Would I 
mind killing Ned? God, would I mind? Don’t do it, Ned, please 
don’t do it.’’ Here, he showed intense fear, struggling constantly 
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and making the motor noise. The physician kept up a steady bar- 

rage of reassurance, acting as the father figure, informing the pa- 

tient that it was all a dream and nobody was hurting him. The 

hoy went on: **.Joe, | love you. I love Ned. Don’t pity Joe. I re- 

stored her life by being a genius. | loved Anna. 1 grew up slowly 
only six months. I had convulsions.’’ 

Between the ages of two and eight, the patient actually had had 
eeneralized convulsions two or three times a day, four times a 
week. What the patient said about growing up slowly could very 
well be evidence of beginning ego-strength. Perhaps he actually 
had the feeling of growing up as he emerged from the deepest 
reaches of the regressive phase of the psychosis. The physician 
stroked the patient’s head in a reassuring manner, and he con- 
tinued: ‘* My mother’s hand. God, get them away. Certainly, I’m 
dead. I’m a disgrace to Hast New York. Mary, I was never dead. 
Get away. Where ain 1?”?) The patient was told quite frankly: 
‘Brooklyn State ILospital—a mental hospital.’? He replied: **Oh, 
a mental case. Who are you?”? Answer, Dr. Rosen.’? ‘Oh, Dr. 
Rosen. Phillip A. 8.??) (The juxtaposition of his father’s name 
with that of the physician appeared to indicate the acceptance of 
their identification in his mind.) ‘tl don’t know him. | only wish 
he would die. Set up the greatest torture—the greatest in the 
world. Why did he die?) Oh, a weak heart. So easy.”’ 

At this point the patient was removed from restraint and the 
physician fed him soup, milk, bread and potatoes. He ate well and 
was quiet. This was the first time he had not been tube-fed in 
several weeks. Ile was told by the physician: ** That’s a good boy. 
You ate well, Joe.’’ He replied: ** Thanks, vou bastard. You 
can’t make me change my mind. (No great confidence in the 
father figure at this point.) Bertha S. (Mother.) That’s the 
woman for you. Louis 8S. Don’t let him live. I’m creating the 
end of the world. I’m a billionaire.’’ (Motor noise!) Now the 
physician said to him: ‘tl know your secrets about your mother, 
how you hate your brother and father.’’ The patient interrupted : 
“That’s right, that’s right. My older brother, too.’’ The physi- 
cian repeated his **secret,”’ told him that he knew about his feelings 
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toward his mother, but that he would, nevertheless, not be pun- 
ished, that he would be protected against anything and everybody. 

The boy listened with apparent attention and suddenly burst into 
tears, sobbing pathetically for some time. During this explosion 
of feeling, the physician was gentle, petted him and told him that 
it made a big difference when someone was close to one and would 
fight for and protect him. Ile was told that he was just a fright- 
ened little boy. Ile made the motor noise feebly and not for long. 
Ile looked at the physician and said, ‘*Get out of here or [Il kill 
you.’’ Although he could hardly stand, he got off the bed and 
made violent attempts to attack the physician. The patient was 
again put in restraint, and the physician left the room for a while. 
During this time, the patient remained completely quiet. When 
the physician re-entered the room, he showed a dollar bill to the 
boy and questioned: ** What is this, Joe?’’ Ile rephed: **One dol- 
lar.’’ The doctor answered, **Correct.’? Ile remained calm and 
smiled at the physician rather shyly. Ile appeared to be reassured, 
but frequently took flight into psychosis. From time to time he 
erinned at the physician, After this period of being ‘ta good boy,”’ 
he was again released from restraint. He beeame excited and 
Whispered to himself, but calmed down. Ile was told that there 
Was no need to run away, that from now on he would always be 
protected. Ile then broke into profuse perspiration and when his 
temperature was taken shortly afterward, it was normal for the 
first time since his admission to the medical ward. Except for a 
half-hour, the physician was with the patient continuously for 16 
hours, and did not leave him until he fell asleep. The boy then 
slept, with few interruptions, throughout the night. 

Krom this point on, the patient improved rapidly. He began to 
mingle with the other patients, took care of his personal wants, and 
hecame quiet and tractable. He was strongly attached to the phy- 


sician and referred to him as his doctor, showing no tendency to 
identify him with the rdles which had been assumed by the latter. 

Some months after his admission, the patient was paroled from 
the hospital and was subsequently able to maintain himself at a 
fairly good level. 
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Case ? 


Mary B., married, aged 27, was admitted to Brooklyn State Hos 
pital on October 18, 1943. She had been well until 1957, when in 
the sixth month of a pregnancy, she became mute, rigid and inae 
cessible. After delivery, the patient had remained mute for six 
months. She gave birth to a second child in August, 1943, and a 
few days later became confused and complained of visual and audi- 
tory hallucinations. She became so disturbed at home that hos 
pitalization was requested. 

She was diagnosed as in a catatonic exhaustion state on October 
Y8, and the usual treatment of sedation and foreed feeding was in- 
stituted, but to no avail. She continued to be exeited and toward 
the end of the following month began to slow an elevation in tem- 
perature, On December 7, the physician was asked to undertake 
the treatment of this patient since she was considered to be in a 
state of exhaustion. Iler first significant productions were as fol 


lows: ** The murderer is Sylvia A. (her mother-in-law). This is a 


dead grave. Who drops dead all the time? My amother-in-law is 


a dope fiend. Jealousy? | ignore everyone. Thou shalt not kill. 
My murder-in-law. Lottie is my child. I killed her to relieve my 
mother, Sylvia. The bitch murdered even God. Roger died, My 
mother-in-iaw murdered Roger.’? There is no need to report all 
the productions, but it may be mentioned that the assumption by 
the physician of the rdles of mother-in-law, husband, mother, or 
father made no impression upon the patient. Finally, the physi- 
cian told the patient: ‘*Sylvia A. did not kill God. Lam God. I 
am here to help you. I will protect you against your mother-in 
law.’’ The patient demanded ‘*‘?ut my mother-in-law in the elee- 
tric chair. She murdered my entire family. I outwitted her. I 
am fighting her. It is very hard. She kills God. Get rid of that 
woman. Who are you?”’ 

This was the first contact, and it was maintained, although again 
and again, the patient made references to the mother figure as a 
murderer to the accompaniment of obvious expressions of terror. 
After much assurance that the physician would help her fight her 
mother-in-law, she finally replied: ‘‘Oh, thank vou. YOU can’t 
protect me.’? She was again reminded that the physician was God 
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and that he could protect her from anything. The woman said: 
‘*That is a confusion, a difficulty. | know my mother-in-law.’’ She 
was removed from restraint and requested cereal, milk, and ice 
cream which were fed to her by the physician. She declared: ** You 
will have to kill that killer-diller Sylvia. She is a bitch. What a 
job. L could never control her. 1 would like to kill my mother-in- 
law. By the way, is there still a World War going on? ‘Today is 
Angel of Merey Day. My mother-in-law controls the entire world. 
She picks up graves. Give her the electric chair.’’ The patient 
Was again reassured about the physician’s ability to protect her 
from her mother-in-law and was told that she need have no fear 
of the world now since there was someone who could take care of 
her. She said: ‘*That would be swell. | threw out my husband 
and brother. You have to be my husband. You have to proteet 
me. [am getting knife stabs all over.’’ 

The young woman warned the physician to be eareful of her 
mother-in-law, as the latter would kill him, and was told again not 
to be afraid since the physician had the power to prevent her from 
killing him. The patient was released from restraint, and shortly 
afterward her temperature was found to be normal. It remained 
so. The physician spent the following two days with this patient. 
On both occasions, she was in contact, but showed quite clearly the 
schizophrenic involvement. Her condition remained unchanged 
until she was recommended for parole on Mareh 25, 1944. 

In this case, it was found necessary to assume a role which trans- 
cended that of the usual authoritative figure, possibly because the 
patient’s fear and hatred of her relatives, as the productions 
clearly indicated, was so intense that she could not experience 
enough positive feeling for them to give a modicum of security 
to her. 


Case 3 


Daniel K., 22 vears old, was admitted to Brooklyn State Hos- 
pital on September 20, 1943. The diagnosis was sehizophrenia, 
‘atatonie type. The young man was of average intelligence, had 
completed two years of high school, lived with his father and mar- 
ried sister, and worked in the trucking business. Ile had been in- 
ducted into the army on November 7, 1942, and discharged five 
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months later for a **neuropsychiatric’’ illness. Four months after 
his discharge, on August 23, 1945, he had stopped working and 
complained that his mind was separating from his body. On Oc- 
tober 4, two weeks after admission to the hospital, the patient be 
came excited and was placed in restraint. He talked continually 
without paying any apparent attention to questions. The content 
was chiefly of a sexual nature. 

The physician saw hiin for the first time on October 11, when he 
presented the usual picture of catatonic excitement with impend- 
ing exhaustion state. There had been a marked loss of weight and 
a sharp elevation in temperature. lle was tearing furiously at the 
restraint sheets and his face presented a picture of intense fright. 
lor the first hour, his productions were repetitious and revealed 
that he was actively hallucinating. [le made reference to numer- 
ous sexual adventures. He spoke as follows: ‘** This is a wonderful 
airplane. It’s ever the Atlantic Ocean. I can see her down there. 
My mother. She’s floating. Here I go. A dive bomb. I have 
her centered. Here I go. Here I go.’’ 

Following this symbolie incestuous experience, the patient 
screamed in terror and appeared to plead for merey with his 
father. ** Don’t eut off my balls. Please don’t cut them off. Please, 
papa, please.’? Since the plea was directed toward **papa,’’ the 
physician said he was ‘‘papa,’’ that he had seen what happened 
and that everything would be all right. The patient received per- 
mission to have these thoughts about his mother and was prom- 
ised that there would be no punishment. He looked up, obviously 
incredulous, and replied, ‘*Go ahead. Sock me, sock me.’? When 
assured that he would not be hit, he said, ‘*I don’t believe it.”’ 

The young man became much calmer after this exchange and 
continued so for some time. There was an abrupt and dramatic 
diminution in productions and excitement. As with the other pa- 
tients, he was removed from restraint and fed by the physician. 
Three hours later, his temperature was taken and found to be 
normal. During the ensuing four days, he remained free of ex- 
citement and was partially in contact with his environment. In 
the course of interviews, he admitted that he was terribly afraid 
of going out into the world again, and leaned heavily on the sim- 
ple reassurances given to him by the physician. As soon as any 
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degree of contact with the physician was obtained, the fictitious 
role of the father was given up; and, as with the others, the physi- 
cian was referred to as ‘*Doctor.’’? The strong positive transfer. 
ence, however, was carried over, and this patient said: ** Please, 
doctor, if you stick with me [ will do anything in the world for 
you.’? About two weeks later, an interesting event occurred im 
this case. During the interview, the patient suddenly stood up and 


s 


declared, ‘*1l am going to kill you.’? The physician asked, ‘* Why 
would you want to kill me?) Why would you kill anvone who loves 
you?’’ The patient then began to ery and said that he had to 
threaten to do so in order to make certain that the physician really 
loved him. Ilis tenseness subsided, he grasped the physician’s 
hand and kissed it repeatedly and pleaded to be taken care of. 
Such a childish attempt at reality-testing is a good pronostic 
sign. Psychotherapy was continued until November 23, when 
Daniel K. was paroled and told to report once a week. Ie found 
a job, earned an excellent salary, and lived at home with his fa- 
ther and married sister. At first, he called the hospital several 
times a day to complain bitterly that his father was constantly 
threatening him. With the assistance of a social worker, he ob- 
tained lodgings elsewhere, has since been working steadily and is 
inaking an adequate adjustment, 


DiscussioN 

I’syehoses and dreams, or perhaps more correctly psychoses and 
nightmares, have much in common. Freud pointed this out in the 
**Interpretation of Dreams.’’* The material they both make use 
of comes from the unconscious system; and, while the psychotic 
and dreamer are thus hallucinating, the function of the conscious 
system is lost. In both states, the ego is woefully weak. But psy- 
choses are not literally dreams, and it is pertinent to ask what 
prevents the psychotic from waking up like the sleeper. In the 
(lreamer, the weakening of the ego is a physiological process which 
lis reversible; while, in the catatonic, the weak ego is the result of 
‘pathological deterioration. The successful dream safeguards sleep 


and overcomes anxiety through the assistance of the pre-conscious,. 
In the nightmare, the dream fails to sueceed by these means; but, 
on waking up, the psyche has at its disposal all the reinforcements 
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of the conscious ego so that life can go on ina relatively normal 
way. In the excited catatonic, we deal with a continuous night 
mare from which there is no walking up, inasmuch as the conscious 
ego, Which would have to come to the rescue, consists of remnants 
or shadows of the normal ego, and perforce must fail the sufferer. 
The catatonic state is one of nature’s defenses, to be sure; but, 
for inefficiency, it must be classed with hyperpyrexia in an infee- 
tious disease or with post-operative paralytic ileus. The defensive) 
symptom then becomes more threatening than the illness itself.J 


f Since the symptoms are a defense against the disease, which in 


turn is a threat against life, where is the psychopathology located? 
llow is the life endangered?) The answer to these questions is to 
be found in the behavior and the products of the patient. The 
iliness seems to be built around the general theme of fear. This 
fear is an enormous one, because, as the productions reveal, the 
patient anticipates murder at the hands of an infantile love object. 
As has already been stated, earlier authors who described this 
condition were aware of this fear, but lacked a method for under- 
standing it, so that this symptom was not accorded the investiga- 
tion which it rightfully deserved. _ 

Applying the concept of this intense fear as our basic one, we 
are better able to interpret the counterpart of catatonic excite- 
ment, the catatonic stupor state. Here one finds the patient se- 
curely withdrawn into a sanctum sanctorum. Je is mute and out 
of contact. The implication is obvious. He does this to get away 
from somebody. Running away implies the existence of danger, 
hut, while the patient, by retiring into a stupor, is safe enough 
from his fancied enemies, he also becomes walled off from his 
would-be friends. When he is excited, however, the yearning for 
human contact and understanding has broken through his defenses 
and he tries to tell us something. lle wants to come out, if he 
dares. His excited productions are thoroughly disguised, but they 
are something to work with, a break in the armor through which 
we can pour our therapeutic endeavors, or more correctly, our ego 
and ourselves, with dynamie force. Perhaps one may take the lb- 
erty of calling this an ego *‘transfusion.’’ At any rate, the strong 
ego of the physician serves as a support for the weak ego of the 


patient. The problem then, is one of supplementing a sick ego 
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with a healthy one. The physician must lend himself to the psy- 
chosis in such a role that the patient will finally trust him in order 
to leave his retreat for the world of reality. 

Returning again to the dreamer, his problems, if he is neurotic 
and under treatment, may be handled in a leisurely way. There is 
adequate time to wait for associations which clarify the dream and 
prove the hypothesis. In the excited schizophrenic, on the other 
hand, one is constantly faced with the specter of the exhaustion 
state. This is a very real danger to life and one which permits no 
loss of time. One must, therefore, take certain liberties which psy- 
choanalytie technique ordinarily forbids. The therapist becomes 
the surgeon confronted with the need for heroic surgery. At this 
point, it is necessary to refer to the concept of nareissistic regres- 
sion in schizophrenia. This is so deep that the patients again live 
in a world of magical figures. The productions tell which of these 
the patient mortally fears. One must try to personify his terrify- 
ing images and convert them into protecting images. These, the 
patient can project upon a real object, the physician. This means 
the rapid establishment of a strong positive transference with a 
growing confidence which becomes the bridge to reality. Many 
other workers have demonstrated that the schizophrenic is capable 
of such transference. 

The unconscious material and the symbols represented must be 
directly translated into the language of the secondary process. ‘To 
a certain extent, this becomes a matter of trial and error, and many 
misinterpretations are made to the patient, but these appear to 
dono harm, The correct interpretations, however, strike deep and 
bind the patient to the therapist and to reality rather effectively. 
There is ample proof of this in the furious fight that the patient 
puts up te escape the physician as he finds himself irresistibly 
drawn to areas where there exist the dangers he originally sought 
to escape. The doctor’s tools, then, are the transference and the 
dynamic interpretation. The objeetive is to gain and maintain 
contact with the patient through his visual and auditory path- 
ways. These avenues, it seems, he cannot block out. The source 
of mental excitation is the stimulus coming from within, and from 
this there is no escape. The source of the internal tension must 


be understood and changed in order to obtain relief and qui- 
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escence. In the case of Joseph S., his dread sprang from the time 
lessness of the unconscious. It was a direct Oedipal situation; 
and his fears of death at the hands of the primitive father were 
just as real to him as to the savage deseribed in **' 


Taboo. 7 


Votem and 
It is hardly a coincidence that in such a succession of 
cases, there should be revealed so simply and directly this fear of 
death. It is no wonder, then, that the reprieve and the protection 
from the substitute infantile love object produce such prompt and 
tremendous relief. That it requires more than the administration 
of sympathy to relieve this state was fortunately proved by the 
fact that the nurse in charge of these patients happened to be a 
tender person who constantly ministered to these sufferers with 
the utmost kindness. 


SUMMARY 

A rapid method of psychotherapy for patients in acute catatonic 
excitement, sufficiently effective to relieve cases in exhaust status, 
is presented. It is essentially based upon a dramatization by the 
physician of the réle or roles of one or more of the infantile figures 
which appear to threaten the patients with death. It is suggested 
that this method derives its efficacy by establishing a symbiotic re- 
lationship between the weak ego of the catatonic and the strong 
ego of the therapist. 


875 Fifth Avenue 
New York, N. Y. 
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CARL GUSTAV JUNG---DEFENDER OF FREUD AND THE JEWS 
A Chapter of European Psychiatric History Under the Nazi Yok 
BY ERNEST HARMS* 

During recent months a wave of misinformation concerning cer 
tain periods in the early development of modern analytical psy- 
chiatry and psychology has swept through professional periodicals 
and popular informative literature. Since these publications have 
received a great deal of attention in professional circles, it seems 
unportant to correct the information which they conveyed, This 
present article is intended to be a historical report based upon pub- 
lished material available in the libraries of the United States, with 
the exception of some quotations from personal letters by Carl 
Gustav Jung. The authors of the misstatements this paper aims 
to refute will not be mentioned here, although their assertions will 
be included in this presentation. 

This report concerns mainly the Swiss psychiatrist, Carl Gustav 
Jung, whose role in the development of modern psychiatry is gen- 
erally recognized as highly important—even if one notes that dog- 
matie and fanatical representatives of other schools have repeat- 
edly attempted to minimize his importance. Academic recognition 
does not always constitute the perfect criterion for scientific 
achievement, but it may be emphasized that Jung has received 
more honor in this country than any other non-American psychia- 
trist, including Sigmund Freud. Although most of the attacks 
upon Jung’s name have come from fanatic followers of Freud, a 
correct evaluation of Jung’s role in the development of psycho- 
analysis is of greater importance for an objective understanding 
of the history of the ** psychoanalytic movement”’ than that of any 
other person. This is particularly true if the historic perspective 
is continued beyond the point where Freud closed his own chron- 
icle, that is up to the years when psychotherapy was threatened in 
Kurope by the outbreak of the Nazi movement, or until about 1935. 

*The author, a child psychotherapist, writer and editor, was personally acquainted 


with most of the principals named in this paper. He studied for a time with Freud and 
later with Jung, with whom he was closely associated for many years. He is not, how 


ever, an adherent of either the Freudian or the Jungian school. 
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It seems important to emphasize, (as part of the introduction 
to this report), that its author is not a member of the association 
of the pupils of C. G. Jung, nor has Dr. Jung himself been con- 
sulted in regard to the presentation of the historie facets attempted 
here. The author has undertaken this writing on his personal ini- 
tiative, because he believes that it is important for American psy- 
chotherapists to have objective information concerning certain mo- 
mentous developments in their science, 


Cart Gustav JUNG AND SIGMUND FREUD 

It has been repeatedly asserted that Jung started out as a dis- 
ciple of Sigmund Freud and subsequently became a traitor to his 
master. Freud himself—in his brief ‘‘ History of the Psychoana- 
lvtic Movement’? which he wrote shortly after the separation be- 
tween himself and the Ziirich psychiatrists, Bleuler and Jung, and 
which he doubtless undertook as a justification to his more faith- 
ful pupils and himself of the break with the Swiss—wrote a sig- 
nificant objective report of the beginning of their relationship. We 
learn that Jung belonged to the Ziirich school of psychiatry and 
that the first contact with Freud had been made by the head of 
the school, Eugen Bleuler, during 1907; that it was Jung’s invi- 
tation which brought together Ziirich and Vienna to the first Psy- 
choanalytic Congress in Salzsburg (1908); and that Freud and 
Bleuler joined as editors* (/lerausgeber) of the ‘‘Jahrbicher fiir 
Psychoanalytische und Psychopathologische Forschungen,’’ for 
which Jung took over the task of managing editor (Schriftlecter) 
in 1909. Freud also emphasizes the importance of the work Jung 
had already done before he came in touch with him. Very ecor- 
rectly, he points out that it was the problem of the ‘‘complex- 
theory’? which offered Jung the point of contact with him. Their 
break and the controversy in which Freud presents a highly sub- 
jective personal opinion in reference to the early history of his 
movement will be discussed later. 


*The translator of the Modern Library edition of Freud’s work, Dr. A. A. Brill makes 
the mistake of saying on page 947 ‘‘published by Bleuler and Freud and edited by 
Bleuler and Freud signed as IIerausgeber and Jung as Schriftleiter. Haraus- 
geber means editor and Schriftleiter must be translated as managing editor. 


Jung. “i 
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Jung’s own writings mirror authentically and unambiguously 
how he stood and how he developed in regard to Freud. His first 
larger publication is a monograph of 122 pages, ** Zur Psychologie 
und Pathologie sogenannter occulter Phaenomene,’”’ which he used 
as required publication for his qualification as ** Privatdozent’’ 
(free lecturer) at the University of Ziirich. Here we see him strug- 
ele with the same problem which every sincere research worker at 
that time tried to solve; the problem of hysteria. We see him, to- 
gether with Freud and his contemporaries of that period, as a stu- 
dent of the French school of psychiatry of Binet, Janet, and Char- 
cot. He tried to reach understanding of such abnormal psychologi- 
eal factors as the so-called occult experiences through their par- 
allel to similar experiences expressed by the mentally ill. We find 
him twice in one sentence mentioning Freud, whose ‘* Studien uber 
Hysterie’’ (published together with Breuer) and ** Die Traumdeu- 
tung’’ seemed to have attracted him considerably. This was in 
1902. 

We have already learned from I'reud himself that Jung belonged 
to a certain school of abnormal psychology known widely as the 
Ziirich School. Eugen Bleuler, known for his famous textbook of 
psychiatry and his research in the field of schizophrenia, was the 
head of this school. Jung was a senior member of the group. To- 
gether with another member, Riklin, he was occupied in an inten- 
sive research into associations, which under the title of *‘ Diagnos- 
tische Associations Studien,’’ appeared in the **‘ Journal fur Psy- 
chologie und Neurologie’’ in successive volumes from No. 3 to No. 
9, Later, this became the basis for the entire school of associative 
criminological testing, and Jung must be considered the founder 
of this method. Before the first of these diagnostic studies ap- 
peared, Bleuler wrote an introduction in which he emphasized that 
this work continued the tradition of the research of Wundt, Kraep- 
elin, and Aschaffenburg. A search was in progress for the unveil- 
ing of ‘‘non-conscious’’ elements, pointing in the same direction in 
which Freud was advancing, but using other means, that of the as- 
sociation experiment. The meeting of the Ziirich and Freudian 
groups was the meeting of searchers for the same goal who hoped 
to use techniques in common, since they had a cominon aim. HHow- 
ever, as they became acquainted with each other, they not only dis- 
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covered that their views on techniques did not coincide, but that 
their aims did not either. Therefore, after a short union, they re- 
sumed divergent paths. This was the nature of the relationship 
between Freud and Jung as the present writer believes it appears 
to the objective observer. 

In the many years during which Jung worked on the diagnostic 
association studies, he was deeply interested in Freud; and this 1s 
impressively stated in practically every study. It was always one 
subject which interested Jung in connection with Freud. ile hoped 
that Freud’s method would solve this problem into which he feit 
the associative diagnosis did not lead deeply enough: the problem 
of hysteria and of the complexes. We find this stated in the sec- 
tion of the diagnostic association studies devoted to dream and 
hysteric symptoms (J. f. Psychologie u. Neurologie, Vol. 8, 1906) 
in the following passage: ‘‘If one desires information about the 
more intimate experience, e. g., the complex, in a case of hysteria 
one is forced to reach it by a detour. Freud has converted this 
detour into a method: This is psychoanalysis.’’? Surely one of the 
simplest and at the same time most impressive descriptions of the 
essential contents of psychoanalysis. However, when Jung in the 
same year presented a review of Freud’s theory of hysteria before 
2 professional congress (reprinted in Monatsschr. f. Psychiatrie u. 
Neur., Vol. 23, 1908) he expressed the fact very clearly that he was 
not a completely uncritical adherent of Freud’s views. ‘‘ Freud 
has never developed a complete theory of hysteria,’’ he says, **but 
has merely attempted from time to time to formulate the theoreti- 
‘al results of his experience. However, what Freud has formu- 
lated theoretically must be acknowledged as a working hypothesis 
which adapts itself everywhere to experience. Therefore we can- 
not speak of a comprehensive theory of hysteria by Freud at the 
present moment, but of a variety of experiences which show cer- 
tain common traits.’’ The year before, Jung had published his 
important book, ‘*The Psychology of Dementia Preeox,’’ which 
was, again, chiefly a contribution in the field of research of his own 
Ziirich School, and which, he emphasized, was based upon his diag- 
nostic association studies. In its introduction, we find a very clear 
statement of his attitude toward Freud. We read, ‘‘My readings 
brought Freud to my attention. It so happened that I first read 
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the ‘Interpretation of Dreams’ but | have also studied the rest of 
his writings. I can assure everyone that at first I] naturally made 
to myself all the objections which have been made against Freud 
in the literature. However, | said to myself, that only those could 
refute Freud who have applied the psychoanalytical method ex 
tensively and who have searched as Freud searches, 

** Justice toward Freud does not imply, as many fear, an uncon- 
ditioned surrender to a dogmatic concept; one can very well pre- 
serve an independent judgment. If, for instance, | agree to I'reud’s 
theory of the complex mechanism, of the dream, and of hysteria, 
this by no means implies that | acknowledge the exclusive role 
which Freud evidently attributes to the juvenile sexual trauma; 
just as 1 do not place sexuality in general so predominantly in the 
foreground, or even ascribe to it the psychological universality 
which Freud seems to postulate for it, impressed by the powerful 
role which sexuality evidently plays in the psyche. As regards 
Freud’s therapy, it is at best one amongst other possible proced- 
ures and probably does not always fulfill the theoretical expecta- 
tions.’’ Here then, we see, a definite line was drawn, before the 
actual cooperation began, between acknowledgment and rejection 
of Freud’s major concepts. 

Wherever we investigate Jung’s later writings, we shail find no 
change in his standpoint toward I’reud as just outlined. Since 
many attempts have been made to use an alleged negative attitude 
of Jung toward Freud as an argument, let us quote a few sentences 
from Jung’s address before the meeting of the International Asso- 
ciation of Psychotherapists at Bad Nauheim in 1934, a meeting 
which will interest us still more later on, for, at this time, German 
Nazism raged against the Jews and, among them particularly 
against Freud. Before a German assembly in a German town, 
Jung said, ‘‘ Without the existence of the complexes the uneon- 
scious would be—as it was for Wundt—nothing but the residue of 
obseure representations. Through his investigations of these dark 
areas Freud became the discoverer of the psychological uneon- 
scious. . . . As a logical outcome, the first inedical theory of the 
unconscious was the theory of repression postulated by Freud, 
which was based upon purely empirical presuppositions, without 
taking into account the philosophical works concerning the uneon- 
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scious by Leibniz, Kant, Schelling and Carus, up to Eduard von 
Hartmann.’’ After this period of over 25 years, Jung therefore 
gave to Freud the same acknowledgment as he had done on the eve 
of his cooperation with ‘*the psychoanalytic master from Vienna.’’ 
In 1929, Jung wrote a short article which is reprinted in his Amer- 
ican book, **‘ Modern Man in Search of a Soul,’’ on **The Freud- 
Jung Contrast.’’ At the end he says: ** The contrast between Freud 
and myself goes back to essential differences in our basic assump- 
tions.’? And these basic assumptions as they are enumerated in 
this article are exactly the same as those expressed in the excerpt 
already quoted from the introduction to his ‘* Psychology of De- 
mentia Preecox,’’ written in 1906, 

Let us now follow the history of scientific and personal relation- 
ships. In his ** Psychology of Dementia Praecox,’’ Jung, in 1907, 
had offered a very positive contribution to the concept of schizo- 
phrenia which was one of the scientific concerns of the Ziirich 
group, especially of its leader, Bleuler. It was Jung himself who, 
at the Salzburg meeting in 1908, had suggested the cooperation of 
his group with the group of Freud. In 1909, Jung took up the task 
of acting as managing editor of the Jahrbicher fur Psychoana- 
lytische und Psychopathologische Forschungen, for which Bleuler 
and Freud signed as editors, thus confirming the definite union of 
their two groups. In the first volume, one finds Freud publishing 
his famous treatise on infantile sexuality. To this, Jung adds ** Die 
Bedeutung des Vaters fur das Schicksal des Einzelnen’’ which was 
followed in the next volume by his paper ‘‘Uber Konflikte der 
kindlichen Seele.’’ If we compare the relationship between Jung’s 
schizophrenia study and Bleuler’s work on this problem on the one 
hand, with the relationship, on the other hand, between Freud’s 
writings on juvenile problems and these two contributions by Jung 
on the same subject, we discover the two attitudes are diametri- 
‘ally opposed. The relationship with Bleuler is characterized by 
an affirmative elaboration and an addition; whereas, in regard to 
Freud, Jung introduces a differing and critical viewpoint. No- 
body could consider these first real contributions to the joint work 
of the two groups as the work of a follower and pupil of Freud. 
We also know that in other ways the cooperation between the 
groups was not too smooth. Bleuler had been severely attacked 
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in academic circles for his association with a man like Freud who 
was considered a scientific outlaw. Bleuler responded with several 
articles, reaffirming his acknowledgment of Freud and of psycho- 
analysis. The most impressive of these appeared in the second 
volume of the ‘‘Jahrbicher fiir Psychoanalytische und Psycho- 
pathologische Forschungen.’’ Whoever reads this paper today 
will feel that Bleuler never had arrived at a deeper or comprehen- 
sive inner relationship to Freud’s conceptions ; conversely, his own 
ideas on autism which occupied him at that time and of which the 
most important appeared in the saime periodical, never had any 
acknowledgment in the more intimate circle around Freud. ‘The 
discrepancy between Jung and the entire Zurich conceptions on 
the one side and I'reud on the other appears even more markedly 
in the largest literary contribution which Jung made during the 
cooperation of the two groups—in the subsequent two volumes of 
the **Jahrbucher.’’ his contribution contained his ideas on the 
libido concept of Freud, and was later published (1912) in one vol- 
ume under the title ‘* Wandlungen und Symbole der Libido.’’ We 
are told that Freud seriously opposed the publication of these 
studies as a separate monograph of the **/ahrbucher.’’ As is well 
known, the concept of the libido, to which he had given a very clear 
and precisely formulated description in his ** Drei Abhandlungen,’’ 
was for Freud a most fundamental one. Jung has reprinted in his 
American book ‘* Psychology of the Unconscious’’ (1937), the most 
essential part of his ‘‘ Psychologie der Dementia Precox.’’ Krom 
this, we learn how he attempted to transform the Freudian concept 
according to his own thinking and that of the Ziirich School. We 
read on page 144 of ‘*Psychology of the Unconscious:’’ ‘‘For a 
long time the theory of libido seemed to me inapplicable for demen- 
tia precox. With increasing experience in analytical work, how- 
ever, | became aware of a gradual change in my conception of li- 
bido. In place of the descriptive definition of the ‘Three Contri- 
butions’ (Freud’s ‘Drei Abhandlungen’) there gradually grew up 
a genetic definition of the libido, which rendered it possible for me 
to replace the expression ‘psychic energy’ by the term ‘libido.’ ’’ 
And in continuation of this different concept Jung developed a 
theory of the libido which is completely at variance with that of 
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Freud. In view of this fact, it is not surprising that on the first 
excuse, a break occurred in their personal relations. 

In 1909, Freud and Jung, together with a number of interna- 
tional authorities in psychology, psychiatry and education, had 
been invited by Stanley Hall to celebrate the twentieth anniversary 
of Clark University by a series of lectures and by receiving hon- 
orary degrees. We are told that during the long sea voyage, 
when Freud and Jung had ample time to discuss and to work 
out problems of psychoanalysis in personal discussion, the differ- 
ences of scientific opinion and of basic philosophical concepts be- 
‘ame glaringly evident; and a break almost occurred at the time. 
In the ** History of the Psychoanalytic Movement,’’ Freud relates, 
however, that it took three more vears before the final break at a 
meeting in Munich in the fall of 1913. According to Freud’s ae- 
count, Jung presided in an ‘‘unamiable and incorrect fashion”’ 
and ‘‘aecepted the presidency of the International Psychoanalytic 
Association again, although two-fifths of the members present re- 
fused him support.’’ And Freud adds, **We took leave of one 
another without feeling the need to meet again.’’ To the present 
writer, it would seem that Jung’s consent to continue as the presi- 
dent of the international association expressed his desire to up- 
hold and save the relationship and the collaboration; while Freud, 
angry and disappointed that events did not develop according to 
his wishes, pushed toward the break. Consequently, we witness 
in the same year—after the publication of five volumes—the resig- 
nation of Bieuler and Jung from the editorship and managing edi- 
torship of the ** Jahrbicher.”’? From the fact that his note of resig- 
nation motivates it with ‘‘personal reasons,’’ one can infer that it 
was Freud’s personal attitude which forced the resignation, and 
that both sides would have been willing to continue if objective 
reason had been the main consideration. With the next volume, 
the ‘* Jahrbicher’’ ceased to appear, thus ending the literary ex- 
pression of this short collaboration of the Vienna and the Ziirich 
groups. 


Freud spoke harsh words about Jung in his ‘* History of the Psy- 
choanalytie Movement,’’ from which we quote here: ‘‘.Jung, by 
his modification of psychoanalysis, has furnished us a counterpart 
of Lichtenberg’s famous knife. He has changed the hilt and has 
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inserted a new blade into it, and because the same trademark is 
engraved upon it, we are required to regard the instrument as the 
former one.’’ We find similar expressions wherever Freud comes 
to speak about Jung, often indeed in an unjust manner. He had 
expected a pupil who completely accepted his theories. Jung, on 
his side, never desired, or eonnnitted himself to, such a complex 
allegiance, and he maintained a more objective and unbroken aec- 
knowledginent to Freud. He has never spoken of Freud in such 
impassioned negative terms as the latter did about Jung. In the 
controversy over the psychoanalysis of Freud and his own—which 
he termed ‘‘analytical psychology’’—he always tried to keep the 
debate on the level of a scientific discussion or of an explanatory 
description. He always acknowleded Freud’s basie importance 
and historic réle. No one could express this more valiantly than 
did Jung in his speech on Freud on the occasion of the aforemen- 
tioned Nauheim meeting after the Nazi purge. This speech is in- 
deed, the present writer thinks, the expression of one of the most 
knightly and courageous attitudes in the records of present-day 
selence. 


Masor TRENDS IN DEVELOPMENT AND ORGANIZATION OF CONTINENTAL 
PsyCHOTHERAPY DurinG THE First 30 Years or THis Cenrury 
During the twentieth century psychiatry and psychotherapy 

have just begun to outgrow their children’s shoes. Previously, no 

definite line or pattern had been discernible in the development of 

‘scientific help to the sick soul.’’ During the last two decades 

of the past century, the most advanced and intensive work of this 

kind had been done in France, and no one who was interested in 
the advances in the field could fail to study the results obtained 
by the ‘‘doctors of the mind’’ of Naney and Paris. This work 
earned for itself a certain international reputation, but no national 
or international organization was connected with it. There were 
intelligent and suecessful workers elsewhere, too, who even cre- 
ated scientific schools for themselves such as Lombroso in Italy, 

Bleuler in Ziirich, or Kraepelin in Miinich. With the start of the 

new century a fundamental change occurred. A strong demand 

arose for organization in psychotherapy. We must emphasize that 
it was around Freud and his psychoanalytical teaching that the 
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first real international organization grew. Soon after the Inter- 
national Psychoanalytical Association had been started, the stu- 
dents around Alfred Adler—who like Jung, had, for a short while, 
attempted an association with Freud—organized themselves into 
a similar group which after some changes becaine the international 
‘*individual psychological’’ association. Not long after Jung had 
left the post of an alienist in the Ziirich Psychiatrie State Hospital, 
the ‘‘ Burghoelzli,’’ students from all over the globe congregated 
around him and founded a similar international organization. This 
was rather a new pattern in psychotherapeutie work. Of course 
the old academic neurological and psychiatric medical associations 
existed; but they had no specific aiins to differentiate them from 
any other academic association, whether made up of philosophers 
or entomologists. Naturally, these psychotherapeutie interna- 
tional groupings, each around its own teacher, comprised only a 
small proportion of the entire professional group of psychiatrists, 
which has been rapidly growing since the end of the past century. 
Among the latter, a good many were interested in one or the other 
of these three organized schools without feeling inclined to commit 
themselves to any one of them. There were also several rather 
distinguished teachers in psychotherapy who had their own the- 
ories and concepts and were unwilling to associate themselves with 
any group with a one-man leadership. There were Dubois and 
Forel, for instance, in Switzerland; Steckel in Vienna; Van der 
Horst and Bowman in Holland; Joergensen, Bjerre, Gadelius and 
Voght in Seandinavia; and there were a number of Germans like 
J. H. Sehulz, Ernst Kretschmer, Arthur Kronfeld, and, especially, 
Robert Sommer. In the wider circle of academic workers in ab- 
normal psychology, Sommer had a role similar to that of Adolf 
Meyer here in America. Although he had never written a large 
textbook defining his own basic psychiatric or psychotherapeutie 
concepts, he wrote a great number of shorter papers and booklets 
which contained communications which aroused the greatest atten- 
tion and discussion. He had a great many independent pupils and 
a still greater number of friends. No professional worker, includ- 
ing Freud himself, exercised a greater influence in middle Euro- 
pean psychiatric circles than did Robert Sommer. 
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Perhaps as a result of the organization of the pupils of the three 
individualistic leaders, perhaps because it was the trend of the 
time, an impulse arose in the middle of the 1920’s to organize the 
independent workers in an association on an international level. 
During 1926 and 1927, discussions were held which centered around 
Robert Sommer, and, in 1928, an ** Allgemeine Arztliche Gesell- 
schaft fir Psychotherapie’’ was founded with Robert Sommer as 
president. This society created as its organ an ‘‘ Allgemeine Art- 
liche Zeitschrift fir Psychotherapie und Psychische Hygiene’’ of 
which Sommer was the editor (//erausgeber), while Wladimir 
Khasberg and Rudolf Allers were nominated managing editors. 
After a further year and a half, that is, at the beginning of the 
third year of the new organization, the title of the publication was 
changed and Dr. Eliasberg’s connection as managing editor ended. 
Sommer was then joined by Ernst Kretschmer as editor. Arthur 
Kronfeld and J. H. Schulz were appointed managing editors, to- 
gether with Allers, who was taken over as review editor. The new 
journal, under the title of ‘*‘ Zentralblatt fiir Psychotherapie,’ grew 
rapidly until it became the most widely read and most progressive 
psychotherapeutie periodical in Europe. Hand in hand with the 
growth of the journal, the society rapidly became an acknowledged 
group which drew membership from all the countries of middle and 
northern Europe. A number of the more independent members of 
Freud’s and Adler’s societies also joined the Allgemeine Arztliche 
Gesellschaft. Freud and Adler themselves appear never to have 
belonged to it. Jung must have been a member, since he is re- 
ported to have been vice president (2. Vorsitzender) in 1933. Con- 
siderable interest in Jung evidently existed among the members 
of the society, since, in 1932, one of Jung’s pupils reported on one 
of the series of seminar lectures which Jung gave for the members 
of his own organization. 

Jung had come to hold a central position in mid-European psy- 
chotherapy when in 1933, the Nazi purge destroyed much of the 
collaboration which in manifold ways had been built up during the 
previous 20 years. The first effect was the elimination, as a result 
of Nazi anti-Semitism, of the work done by Jewish scientists. 
The organizations of Freud’s, as well as Adler’s, pupils were dis- 
solved, and their members were expelled from the German national 
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sphere. At the same time all Jewish members of the staff of the 
**Zentralblait’’ had to resign. One should note here that it had 
been due mainly to Arthur Kronfeld’s effort that the ‘* Zeniral- 
blatt’’ had grown to a periodical cf such extensive influence. At 
the same time, Rudolf Allers, who belonged to an extremely re- 
ligious Roman Catholic group, also resigned from the editorial 
board. All Jewish members of the Allgemeine Arztliche Gessell- 
schaft fur Psychotherapie were dismissed from the organization. 
Many inaccurate and untruthful statements have been made about 
the events of these fateful months. They convey a distorted and 
nusleading picture. | am basing this report strictly upon the in- 
formation provided by the ** Zentralblatt,’’ of which the complete 
set of issues is available in the Library of the New York Academy 
of Medicine. 

As mentioned before, the Allgemeine Arztliche Gesselschaft ex- 
isted as an international organization in which psychotherapists 
from all countries, from Czechoslovakia to Holland and Belgium, 
and from Norway to Hungary, were united. Nazism never would 
permit such an organization to continue, since all international re- 
lations were ordered to be severed. The only possibility of organi- 
gation under the Nazi rule was to found in every country a national 
‘*Aretliche Gesellschaft;’’ and permission was obtained for these 
individual national societies to cooperate—not in an ‘‘interna- 
tional’’—but, according to a newly created German term, in an 
‘‘uber-nationale Gesellschaft’? which can best be translated as 
‘*super-national’’ society. This actually meant an association of 
the various societies. If this was to survive, then any trouble with 
the Nazi authorities had to be avoided. [Ernst Kretschmer, who 
had been the last president of the former international society for 
the year 1932-1933, resigned. Those who were blinded and em- 
bittered by their hatred of the National Socialist excesses, in re- 
viewing the events have deeply resented the fact that at this point 
the aged director of a mental hospital of the Ruhr district, Dr. 
U. H. Goering, should have been elected president of the German 
psychotherapeutie society. He had never played any significant 
role in this field but had derived his prestige only from being a rel- 
ative of Hlermann Goering. It is evident from the report on the 
events as given in No. 3 (December, 1933) of Vol. 6 of the *‘ Zen- 
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tralblatt,’’ page 142, that it was a matter of expediency to make 
Dr. Goering the ** Fiihrer’’ of German psychotherapy as a person 
capable of maintaining contact with the Nazi governinent. 

Carl Gustav Jung never has been a member of the German 
‘*Nazified’’ Allgemeine Arztliche Gesellschaft fur Psychotherapre. 
Under the new set-up, be had become a member of the Swiss All- 
gemeine Arztliche Gesellschaft, which was organized as a national 
group like the Dutch and the Scandinavian psychotherapists. How- 
ever, as we read on the same page of the **Zentralblatt’’ from 
which we quoted before, Dr. Jung who had been the vice-president 
of the former international society from 1952-33, was asked to be- 
come the president of the association of national societies—thie 
Uberstaatliche Arztliche Gesellschaft fir Psychotherapie, which 
had taken the place of the international society. The report, which 
was written by the secretary of the German Society, says: ‘*On 
account of his acceptance of the presidency on June 21st, 1933, we 
owe to Dr. C. G. Jung the survival of our scientific society and of 
the ‘Zentralblatt.’’’ Because of the great decrease in member- 
ship it would have been impossible for the relatively small German 
group to support the ‘* Zentralblatt,’’ of which Jung at the same 
time assumed the editorship. Again, it must be emphasized that the 
choice of a non-German, a member of the Swiss people, who at that 
time were already extremely anti-Nazi, was motivated by the de- 
sire to prevent the whole psychotherapeutic society from falling 
under the influence of National Socialism. Here again, all subse- 
quent reports regarding the attempts to Nazify psychotherapeutic 
work in Europe are completely false and misleading. At the first 
meeting of the new association of national therapeutic societies 
which occurred in May, 1934, the report of which can be found in 
No. 3 (1934) Vol. 7 of the ‘* Zentralblatt,’’ page 130, Jung himself 
told of the difficulties which arose in Switzerland when, upon re- 
quest of the ‘‘German society’’ he agreed to take over the presi- 
dency of the ‘‘Uberstaatlichen’’ society. He had accepted it at a 
personal sacrifice which he had been willing to make. But before 
we continue the report of the history of this period, we consider it 
necessary to insert some more general statements concerning 
Jung’s fundamental opinions and concepts, which should contrib- 
ute toward a better understanding of his actions and of the ori- 
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gins of certain misstatements which have been circulated in regard 
to those actions. 


JuNG, NAZIISM AND ANTI-SEMITISM 


The most severe and at the same time the most unjust accusa- 
tion ever levelled at Jung is that he had a share in the horrors of 
anti-Semitism which have Swept across the civilized world. This 
accusation originates in a sentence which Freud wrote in the al- 
ready mentioned ** History of the Psychoanalytic Movement’’ from 
which we have already quoted. ‘Ile | Jung] also seemed prepared 
to enter into friendly relations with me, and to give up, for my 
sake, certain race prejudices which he had so far permitted him- 
self to indulge.’? I have read through all of Jung’s writings prior 
to the date of Freud’s statement and instead of discovering any 
statement which might be interpreted as anti-Semitic, I have 
found no allusions to any Jewish factors and no derogatory re- 
marks regarding other ‘‘racial’’ groups. In this statement, Freud 
has revealed the Achilles heel of his character-structure, a vulner- 
able spot of a dangerous nature. 

Jung always had and still has today a considerable number of 
Jewish pupils. Not long before the anti-Semitic wave in Europe 
rose to its National Socialist height, he said in a lecture to the 
Swiss Protestant clergymen (reprinted in the American volume 
**Modern Man in Search of a Soul,’’ page 264 ff.) : ‘*I have treated 
many hundreds of patients, the larger number being Protestants, a 
smaller number Jews, and not more than five or six believing Cath- 
olies.’’ No convinced anti-Semite would write such a sentence. 

In his attitude regarding racial and collective problems, Jung 
has been tragically misinterpreted, because his basie concepts, gov- 
erning his motivations, have been misunderstood. No one who has 
accused Jung of Fascist tendencies and of anti-Semitism has 
grasped what he said and meant. These persons have not con- 
fronted themselves with the same demand Jung made of himself 
when he encountered Freud, ‘‘to search as Freud searched.’’ Only 
he who fully understands Jung would have the right to contradict 
him. 

Jung’s psychology is a differential, comparative psychology, a 
**verstehende Psychologie’? in German, an expression which is 
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difficult to translate. Jung is interested in the differentiation of 
structural and functional manifestations of the psyche and their 
causation. This has made him the exponent of psychotypology, 
which has won him his fame. However, his differential viewpoint 
does not stop at character and personality differentiation but does 
xo on to typological expressions as they appear in a social, cul- 
tural and, finally, anthropological, psychological aspect. Jung is 
striving to find clear and understandable descriptions of the dif- 
ferences of national groups, of religious groups and of cultural 
groups. He considers these differences to be the expressions of 
the various human families on this earth. He is not a believer in 
the exclusively physical differentiation of man, or the purely bio- 
logical reality of man; humanity’s religions and all cultural ex- 
pressions are as real for him as are our eyes or any part of our 
physical anatomies. He, therefore, asks himself about the how and 
why of each specific form and content of these cultural realities. 
Jung believes that the collective powers which make up our social 
and cultural life are much stronger than many of the attitudes 
which express the individual configuration. He sees these collee- 
tive patterns survive, even though the individual may perish, and 
he sees these super-individual patterns inherited as psychological 
traits, just as we observe in ourselves inherited similarities from 
the physiognomies of our parents or grandparents. Jung has ac- 
quired a deep knowledge of the various types of this collective lan- 
guage, which assumes its own shape in symbolic and formal expres- 
sions. He has set for himself as the major therapeutic task that of 
assisting the individual to achieve a positive relationship with 
these collective forces, which, he holds, have a basie tendency to 
overpower the individual existence. Many of these conflicts exist 
on a subconscious level or in the realm of our irrational and emo- 
tional lives. The one effective means for their control is to lift 
them to the level of conscious experience, This does not mean ra- 
tionalization, but rather awareness of their existence and of their 
symbolic manifestations. 

To raise to a conscious level all discussions which are kindled 
by collective and individual emotional tensions such as, for in- 
stance, hate between racial or other human groups, would form 
the only basis for overcoming them or for paving the way toward 
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a positive mutual understanding. Finally, there is still another 
postulate: Phe competent worker in the field of psychotherapy does 
not regard any life situation with either dogma or hypothesis 
but accepts it as it presents itself when help is desired or adimin- 
istered, making the best use of the prevailing circumstances and 
preventing their deterioration. ‘he foregoing brief summary of 
some concepts of Jung is intended to assist in understanding the 
events which are to be described in the chronicle of 1933 and 1934, 
especially 1934. 

let us iirst consider these events by using the material which 
has formed the basis of the accusations concerning Jung’s alleged 
Maseistic and anti-Semitic attitude. These quotations deserve a 
thorough discussion and need to be put in the right light. Finally, 
excerpts from a letter written by Jung to a Jewish friend in the 
spring of 1934 will be presented to demonstrate, clearly his per- 
sonal interpretation of the occurrences of those tragic months. 

One recalls that the Allgemeine Arztliche Gesellschaft and the 
‘Zentralblatt’? were founded beeause a large number of psycho- 
therapists did not wish to be members of any of the psychiatric 
groups headed by one leader, but preferred a general organiza- 
tion. When, in 1923, Jung was asked to help save this interna- 
tional group and its journal by becoming president of the interna- 
tional association of national psychotherapeuti¢c societies, the re- 
quest came at a moment when it would have been senseless to 
launch an intensive attack upon anti-Semitism. During the pre- 
ceding period, psychotherapy had become largely identified by the 
lay publie with Freudianism which was now being denounced by 
the Nazi propagandists as a prototype of Jewish psychology. In 
the true interest of the Jews, it would have been unwise to make a 
frontal attack against the German psyche, which was seething with 
hatred. To achieve any positive result, it was imperative to ap- 
proach the question rationally and carefully. 

How did Jung attempt to solve this obviously explosive prob- 
lem? When taking over the editorship of the ‘‘Zentralblatt’’ he 
wrote a one-page announcement in which he said: ‘Although psy- 
chotherapy as a science has nothing to do with polities, fate has 
ordained that I take over the editorship of the ‘Zentralblatt’ at a 
moment which is characterized by a confusion of theories and 
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standpoints in psychotherapy not unlike that which has hitherto 
prevailed in politics. One-sided viewpoints, which cannot be 
brought to agreement, have gained too great an influence not only 
on specifie medical concepts but also on the psychological opinions 
of many educated laymen. The ensuing contradictions were still 
further increased when my completely different conceptions be- 
caine known; and this, to such a degree, that the phrase ‘confusion 
of the minds,’ seems to be the only applicable one. It will there- 
fore be the most distinguished task of the ‘Zentralblatt’ to create 
a general attitude which will do justice to the basie facts of the 
human psyehe to a higher degree than has hitherto prevailed, by 
means of an impartial appreciation of all objective contributions. 
The factually existing differences between the Germanic and Jew- 
ish psychologies should no longer remain blurred—to present them 
clearly is an aim from which science can but derive benefit. There 
exists In psychology, more than in any other science, a kind of 
‘personal denominator,’ the disregard of which falsifies the re- 
sults of practice and theory. I wish to state emphatically that this 
does not imply a depreciation of the Semitic psychology, just as a 
discussion of the distinctive psychology of the Far Eastern peo- 
ples does not imply a depreciation of the Chinese.’’ 

By attempting to raise the emotions underlying anti-Semitism 
to a higher level, Jung tried to give to the psychotherapeutic 
groups the basis of an existence despite the fanaticism of the 
Nazis. We know that he succeeded at least in the first rounds of 
the fight. His demand for an acknowledgment of all factual con- 
tributions to psychotherapy, in which he himself, as has already 
been mentioned, undertook the defense of Freud, subsequently 
aroused considerable antagonism on the part of National Social- 
isin; and this finally forced Jung to give up his efforts. 

Unfortunately Jung’s first attempts were as violently misunder- 
stood by the Jewish side as they were by his personal enemies who 
used his statements against him. A Jewish periodical in Switzer- 
land accused him of identifying the Jews with Mongolian hordes. 
The intolerance expressed in such a distortion is the equivalent of 
the intolerance of the anti-Semitic standpoint. Neither of these 
hostile viewpoints recognizes the higher objectivity which charae 
izes Jung’s own viewpoints and action. Jung has been a great ad- 
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mirer of Chinese religion and culture as proved by his editorship 
of, and commentaries on, the ** Tibetan Book of the Dead’’ and the 
‘*Secret of the Golden Flower.”’ 

But a second step remained to be taken. This step was to make 
the psychotherapist aware of the subconscious and collective-psy- 
chological background of National Socialism and to try to under- 
stand the réle of anti-Semitism as a powerful weapon in its hands. 
Jung has not explicitly stated the following maxim; but it speaks 
through each of his lines: If you want to render help under such 
threatening conditions, you must first understand their cause. In 
the next issue of the ‘* Zentralblatt’? (Vol. 7, Nos. 1 and 2), he 
wrote a long paper entitled: ‘Zur gegenwaertigen Lage der Psy- 
chotherapie’’ (on the present situation of psychotherapy) from 
which we quote here in careful translation the pages which have 
been widely circulated in misleading abbreviations and transla- 
tions, and from which extracts have been pieced together in a 
fashion which distorts their meaning. In the first seven pages 
Jung discusses mainly Freud’s and Adler’s concepts of psycho- 
therapy, maintaining that they have developed therapeutie tech- 
niques which could be used in a routine manner, but not a thera- 
peutic concept which would take care of the sick person as a total 
personality, and, at the same time emphasize the responsibility of 
the therapist, whose own attitude and background—in short, whose 
own personality—represent integral elements in his task of help- 
ing. Jung says: 

** All these reflections lead us back to the attitude of the physi- 
cian and to the need of a critique of the subjective promises. <A 
‘Weltanschauung’ must not be uncritically applied to the concept 
of the neuroses, as happens for instance in the case of the Freudian 
concept of the unconscious or its materialistic prejudice in regard 
to the religious function of the soul. The psychotherapist should 
no longer indulge in the delusion that the treatment of the neuroses 
demands nothing more than the knowledge of a technique; he needs 
to understand very clearly that the psychological treatment of a 
patient constitutes a relationship which involves the physician as 
much as the patient. True psychological treatment ean only be in- 
dividual, therefore, even the best technique possesses only rela- 
tive value. Greater significance accrues to the physician’s own 
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general attitude, of which he himself must be sufficiently aware 
not to destroy the particular values—whatever they may consist 
of—in the patient entrusted to his care. If Alfred Adler should 
request an analytic treatment from his old teacher Freud, Ireud 
would have to accommodate himself to seeing Adler’s special psy- 
chology and even acknowledge its collective right of existence. For 
there are countless persons who have the psychology of the frus- 
trated son. If, on the other hand, | were to analyze Freud, | 
would be doing him a great and irreparable wrong if 1 did not take 
fully into account the historic reality of the nursery, the impor- 
tance of the emotional entanglements within the family chronicle, 
the bitterness and seriousness of early acquired resentments and 
their compensatory concomitants of (unfortunately) unfulfillable 
wish fantasies, and if I did not accept their existence as an ac- 
complished fact. Freud would certainly not be satisfied if 1 were 
to tell him that resentments are nothing but a ‘substitute’ (Lrsatz) 
for neglecting to love one’s neighbor, or something of the sort. 
True as this statement may be in other cases, it would be inaccu- 
rate here, even if | should succeed in convincing Freud of the 
truth of my idea. Doubtless, Freud means what he says, therefore 
he must be accepted as the person who says such things. Only 
then is his individual case accepted, and, with him, are recognized 
those others whose psychology is similarly constituted. Now, in- 
sofar as one can hardly assume that Freud and Adler are univer- 
sally valid representatives of European humanity, there exists for 
myself the immediate hope that I, too, possess a specific psychol- 
ogy and with me all those who similarly cannot subscribe to the 
primaey of infantile-perverse wish-fantasies or to that of the urge 
to power. It is self-evident that this must not be a matter of naive 
self-deception, but rather an opportunity for critical self-observa- 
tion in the light of these negative psychologies which no psycho- 
therapist should forego. Freud and Adler have seen very clearly 
the shadow which accompanies everyone. The Jews have this pe- 
euliarity in common with women: Being physically the weaker they 
have to aim at the chinks in their opponent’s armor, and since 
this technique has been enforced upon them during a history of 
many centuries, the Jews themselves are best covered at the spots 
where others are most vulnerable. In consequence of their more 
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than twice as ancient culture they are vastly more conscious of hu- 
man weaknesses and inferiorities and therefore much less vulner- 
able in this respect than we are ourselves. They also owe to the 
experience of ancient culture the ability to live consciously in be- 
nevolent, friendly and tolerant neighborhood with their own defects 
(Untugenden), while we are still too young to have no illusions 
about ourselves. Moreover we have been called upon by fate still 
to create culture (for we are in need of it) to which end so-called 


illusions in the shape of one-sided ideals, convictions, plans, ete., 
are essential. The Jew as a member of a race whose culture is 
about 3,000 years old, like the educated Chinese, is psychologically 
conscious in wider areas than we are. Consequently it is less dan- 
gerous, generally speaking, for the Jew to devaluate his uncon- 
scious. ‘The Aryan unconscious, on the other hand, contains ten- 
sions and creative germs of an as yet unfulfilled future which 
one may not devaluate as nursery romanticism without endan- 
gering the soul. The still young Germanic peoples are entirely 
able to produce new forms of culture, and this future still lies in 
the darkness of the unconscious of each individual, as a germ laden 
with energy, capable of a mighty blaze. The Jew, as relatively a 
nomad, never has produced and presumably never will produce a 
culture of his own, since all his instincts and gifts require a more 
or less civilized host-people for their development, Therefore the 
Jewish race as a whole has, according to my experience, an uncon- 
scious which can only conditionally be compared to the Aryan. 
Aside from certain creative individuals, the average Jew is al- 
ready much too conscious and differentiated to be pregnant with 
the tensions of the unborn future. The Aryan unconscious has a 
higher potential than the Jewish; that is the advantage and the 
disadvantage of a youthfulness not vet fully estranged from bar- 
harism. In my opinion, it has been a great mistake of all previous 
medical psychology to apply Jewish categories, which are not even 
binding for all Jews, indiscriminately to Christian Germans or 
Slavs. In so doing, medical psychology has declared the most pre- 
cious secret of the Germanic peoples—the creatively prophetic 
depths of soul—to be childishly banal morass, while for decades my 
warning voice has been suspected of anti-Semitism. The source 
of this suspicion is Freud. He did not know the Germanie soul any 
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more than did all his Germanic imitators. Has the mighty appari- 
tion of National Socialisin, which the whole world watches with as- 
tonished eyes, taught them something better?) Where was the un 
heard-of tension and energy when there was as yet no National 
Socialism? It lay hidden in the Germanic soul, in that profound 
depth which is everything else except the garbage bin of unreliable 
childish wishes and unresolved family resentments. A movement 
which seizes a whole people has ripened in every individual, too. 
It is for this reason that I say that the Germanic unconscious con 
tains tensions and possibilities which medical psychology must econ 
sider in its evaluation of the unconscious. {tt does not deal with 
neuroses but with human beings, and it is truly the fortunate priv- 
ilege of a medical psychology that not only is it permitted to treat 
the whole person; it even needs to do so. Therefore its framework 
must be widened to reveal to the eve of the physician not only the 
diseased aberrations of a disturbed psychological development, but 
also the constructive and creatively active forces of the soul, not 
only an obscure section but the significant whole, 

‘*Neurosis, namely, is by no means something merely negative, it 
is also positive. Only a soulless rationalism could overlook, and 
has overlooked, this facet, supported by the narrowness of a merely 
material ‘Weltanschauung.’ In reality, the neurosis contains the 
patient’s soul, or at least an essential part of it and if, according 
to rationalistic intention, the neurosis could be extracted like a dis- 
eased tooth, the patient would have gained nothing but would have 
lost something very essential, namely, as much as a thinker who 
has lost doubt about his conclusions, or a moral man who has lost 
his temptations, or a brave man who has lost his fear. To lose a 
neurosis means to become unsubstantial, indeed life loses its point 
and so its meaning. It would be no cure but an amputation; and it 
is a deceptive consolation if thereupon ‘psychoanalysis’ assures us 
that nothing has been lost except the infantile paradise with its 
(perverse) wish-chimeras. One has lost much more, for in reality 
there is embedded in the neurosis a piece of still undeveloped per- 
sonality, without which the human being is condemned to resign: 
tion, bitterness and other antagonisms to life. The psychology of 
neuroses which sees only the negative, empties out the baby with 
the bath, in that it neglects the meaning and value of the ‘infantile,’ 
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i. e., the creative fantasy. Often the efforts of this psychology con- 
sist essentially in an attempt to find out how one could explain— 
anything at all—downward, and actually there is nothing ineapable 
of an obscene caricature. This possibility never proves, however, 
that the symptom or symbol explained in this way actually has 
this meaning, it only proves the dirty adolescent fantasy of the 
interpreter. 

‘*] cannot avoid mentioning how often it happens that other- 
Wise serious physicians, in complete disregard of all the fundamen- 
tal tenets of scientific conscience explain psychological material by 
means of subjective conjectures—conjectures of which one ean 
really make nothing, except that they are attempts to find that 
particular obscene witticism through which the material under in- 
vestigation could be in some way related to an anal, urethral or 
other sexual abnormality. The poison of a devaluating interpreta- 
tion has infiltrated the very marrow of these people, so that they 
can no longer think at all except in the infantile perverse jargon 
of certain cases of neuroses which are characterized by the special 
features of Freudian psychology. It is really too grotesque that 
the physician himself falls into that way of thinking which he 
rightly objects to as infantile in others, and therefore would like 
to cure. It is certainly much easier to make conjectures over the 
heads of other people, than to discover what the patient’s empiri- 
cal material means in itself. After all, one must assume that the 
patient comes to the doctor to free himself of his pathological 
modes of thought and of approach and, therefore, one might well 
assume—as is moreover the case in all modern medicine—that in 
the syndrome itself are also contained the healing tendencies of 
the diseased system. But if the physician’s thoughts overtly or 
silently are as negative and devaluating as the patient’s, and are 
equally desirous of pulling everything and anything into the in- 
fantile-perverse morass of an obscene wit-psychology, one must 
not be surprised if the latter’s soul becomes a barren waste and he 
compensates for this barrenness by an incurable intellectualism.’’ 

No one with any objectivity can maintain that we are here con- 
fronted with a document of anti-Semitic character or one which 
registers consent to, or admiration of National Socialism. In the 
accusations made against Jung the following expression in particu- 
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lar has been used as a weapon of attack: **. . . the mighty appari- 
tion of national socialism which the whole world watches with as- 
tonished eyes. . .,’’ or, in the original German: **. . . die gewal- 
tige Erscheinung des Nationalsozialismus, auf den die ganze Welt 
mit erstaunten Augen blickt . .. .’’ There are two points in this 
sentence which need to be interpreted in their original meaning. 
The first is that the word ‘* gewaltiy’’ has a somewhat different 
connotation in Swiss usage than it has in German. Jung has fre- 
quently used the word—we would like to refer the reader to a con- 
text already presented in these pages, where he speaks of the 
‘gewaltige’ (powerful) rodle which sexuality plays in the human 
psyche. In the German language, as it is understood by those who 
have exploited this sentence, one would hardly place sexuality and 
a political uprising on the same level. The Swiss dialectic ver- 
sion of German uses, the word in a more dynamic sense and with 
greater frequency to describe an impressive event* The second 
point concerns the expression ** with astonished eyes.’’ Those who 
interpret these words as admiration of Nazism are motivated by 
the undercurrent of their own negative emotions, the projection of 
which makes them incapable of evaluating fairly any objective 
statement, which they can only perceive as an emotionally-loaded 
one in a positive or a negative sense. Anyone among-us today, 
opening an illustrated magazine of 1934 showing the massing of 
regiments and their flags on an occasion such as a Niirnberg meet- 
ing, must agree that this was an astonishing display, unexpected 
in its forcefulness, especially to those who spent their lives at a 
distance of several hundred miles. One can be astonished by cer- 
tain phenomena without sympathizing with them; and one can be 
deeply disturbed by them and yet prefer not to express one’s own 
negative feelings—in order to preserve one’s own plans for help- 
ing others against new outbreaks of violence. One must remember 
what position Jung occupied at that time, when he had to write 
for and to keep alive a publication printed for German doctors in 

*For analogy, consider such differences in British English and American English as 
the usages of ‘‘bloody’’ and ‘‘bitch;’’ or note that a British (or German) ‘‘billion’’ 
is a thousand times the size of an American ‘‘billion.’’ One might also recall the col- 


loqguial American—particularly adolescent American—habit of applying ‘‘terrific’’ to 
anything from a new movie star to a thunderstorm. 
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Germany itself. Fanatics may often look upon cleverness with 
suspicion, but the question is whether this cleverness achieves 
the positive help for which it aims. Not one action can be found 
which could be interpreted in any way as showing that Jung had 
any part in National Socialist acts and plans, either in Switzer- 
land or in Germany. On the other hand, we have positive proof 
of the opposite, particularly where he opposed the anti-Semitism 
and the plans for anti-Semitic action made by the Nazis. 

There is one point which must still be reported here in de- 
tail. From the days when Jewish psychiatrists in Germany were 
disqualified, Jung made every attempt to help them, as he fought 
against anti-Nemiticsm in general whenever it was possible to do 
so without endangering his own moves to help. Anyone who, like 
this present author, has tried to learn from Dr. Jung, must have 
been struck by the fine distinctions expressed through his actions 
and in the restraint imposed upon the spoken word. 

We have already reported Jung’s fine and gallant attitude dur- 
ing the first meeting of the international association of the na- 
tional groups of psychotherapists in Bad Nauheim in central Ger- 
many in May, 1934, when he chose as the topic of his address the 
‘*Theory of Complexes,’’ in which he paid homage to Freud, who 
was then the target of Nazi hatred. I recall how, on the following 
day, the German Press raged against Jung and carefully regis- 
tered the number of times on which Jung had pronounced the hated 
name of Freud. ‘There would certainly have been no reason to 
expose one’s self in this manner during these weeks of the most 
fanatical outburst of anti-Semitism if one had wished to ingra- 
tiate himself with the National Socialist régime and its leaders. 

During those same weeks, Jung undertook something which he 
would not have been able to do openly without destroying its suc- 
cess. He had caused a kind of amendment to be added to the rules 
of the international association of the national groups of psycho- 
therapists. This amendment was not communicated in an official 
manner through the ‘‘Zentralblatt’’ but was circulated quietly 
alongside one issue of the journal. The communication reads: 
‘*During the last Congress of the Uberstaatliche allgemeine 
Arztliche Gesellschaft fiir Psychotherapie it was decided, to con- 
stitute the society in the form of national groups. Consequently, 
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national groups have now been founded or are in process of forma- 
tion in the various countries which were represented at the Con- 
gress [Denmark, Germany, Holland, Sweden and Switzerland]. 
The conditions of membership in these national groups vary ac- 
cording to local by-laws. On account of the political circumstances 
in various regions, and because of the lack of national groups in 
certain countries, making it impossible for individuals to join 
their respective groups, it has been decided that membership in any 
national group is on a purely voluntary basis, in other words indi- 
vidual membership can be achieved directly in the Uberstaatliche 
allgemeine Arztliche Gesellshaft fiir Psychotherapie without the 
intermediary of a national group. The Uberstaatliche Gesell- 
schaft is politically and confessionally neutral. Those wishing to 
become members in it, are asked to communicate with the office of 
the secretary general of the Uberstaatliche Gesellshaft repre- 
sented by Dr. W. Cimbal in Altona, or with the business manager 
of the president, Dr. C. A. Meier, Burghoelzli, Ziirich. The organ 
of the society is the ‘Zentralblatt fur Psychotherapie.’ . . . We, 
therefore politely invite you to join the Uberstaatliche allgemeine 
Arztliche Gesellschaft fur Psychotherapve. 

ZAurich-k uisnacht Dr. C. G. Jung. 


What Jung had done here was actually to find means of reviving 
under the nose of the Nazis the old ‘‘international society’’ by mak- 
ing it possible for anyone to become a member of the international 
association. At the same time something else was achieved, of 
which no inention was made, but which I, living at that time in Ku- 
rope, knew was the main reason for this arrangement. This is cor- 
roborated by Jung’s own report in the letter which will be re- 
printed later in this paper. German Jewish psychotherapists, who 
were not allowed to join the German or any other national organi- 
zation, were thus enabled to become members of the supernational 
association. One more deduction can be made from this announce- 
ment. The de-nationalized psychotherapists wishing to join the 
international group could make their application through the busi- 
ness manager of the German ‘‘ Nazified’’ group. If this group was 
willing to lend its services against the Nazi Order, then the entire 
psychotherapeutic association, including the German national 
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group, must have been strongly anti-Nazi. This was actually so, 
as I can assert from personal knowledge of the circumstances. 
Jung did not ‘‘play along with the Nazis,’? as has more than 
once been charged; instead, he fought in a clever way, and the 
only possible way, against them, adjusting himself to the given 
conditions so he could extend his help. 

Here is another refutation of the charge of anti-Semitism 
against Jung: The first book he published after the Nazi rise is 
his volume ‘‘ Wirklichkeit der Seele.’’ The book has 409 pages. Of 
these, 50 are given over to a long study by a Jewish pupil of Dr. 
Jung, Hugo Rosenthal, entitled ‘* Der Typengegensatz in der jiidi- 
schen Religions-geschichte (The Typological Opposites in the 
History of the Jewish Religion). Certainly this also was not an 
action which could have been intended to win him sympathy and 
friendship from the Nazis, and it was not meant to do so. Its 
meaning will become clear from the letter which will be reprinted. 

Of course, persons with hate-inflated emotions may accept the 
presentation given here and yet may find the proof inadequate. 
However, the presentation here is made for sound and humanly 
adjusted minds and not for psychopathological personalities. 


It now remains to follow the events which led to Dr. Jung’s 
eventual resignation from cooperation with the Uberstaatliche 
Gesellschaft and consequently from any contact with the then- 
existing German organizations. 

To give a reasonable start to the collaboration within the frame- 
work of national groups, set up by stipulation of the Nazi govern- 
inent, a first series of issues of the ‘‘ Zentralblatt’’ was planned and 
executed, each issue undertaken by one of the national groups. The 
first one was a German issue, followed by Swiss, Dutch and Sean- 
dinavian numbers. Soon, however, regular publications became 
the rule once more. 

Considerable distrust on the part of German officialdom appears 
to have existed concerning the psychotherapeutic organization, 
distrust which, however, did not find sufficient grounds for interfer- 
ing with its existence. However, a year later, we see Dr. Goering 
appearing as co-editor with Dr. Jung, while Dr. Cimbal retired in 
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favor of a man who seems to have appeared more trustworthy to 
the Nazi authorities. This was in 1936. A neurologist and psy- 
chiatrist about whose political attitudes | have been unable to ob- 
tain sure information, Dr. von Weizsaecker, was added to the edi- 
torial board. This arrangement, however, only lasted for two 
more years. From 1937 onward, Jung’s name was retained only 
more or less pro forma as a co-editor of the ‘* Zentralblatt.’’ 


7 x * 


Following, is the letter written by Jung during May of the fate- 
ful year, 1934, to a Jewish pupil and friend who at that time still 
lived on the other side of the Atlantic but who is now a practising 
medical psychotherapist in this country. The recipient of this 
long letter has kindly agreed to have it reprinted in part. All and 
any passages of a personal nature have been omitted as well as 
those not essential to the task which this reprinting serves. Be- 
cause the wording of such pronouncements is of basic importance, 
it is first reproduced in German, with an English translation ap- 
pended. 

Es scheinen ja amiisante Geriichte iiber mich ausgestreut zu werden. 
Die einzige Tatsiichlichkeit, die hinter all diesem bléden Geschwitz liegt, 
ist, dass ich als Ehrenvorsitzender der Internationalen Gesellschaft fiir 
Psychotherapie diese nicht im Stiche lassen konnte, im Moment als Kret- 
schmer zuriicktrat. Ich bin von den deutschen Aertzten dringend ersucht 
worden, diese Stellung beizubehalten und habe in der Folge das getan, was 
jeder an meiner Stelle getan hitte, mimlich meine Pflicht gegeniiber dem 
Internationalen Verein. Diese bestand wesentlich darin, die Rahmenor- 
eanisation zu halten und die deutche in diese Organisation einzugliedern. 
Dies ist nun im letzen Nauheimer Kongress gelungen, und es ist auch die 
erfreuliche Tatsache zu verzeichnen, dass auf meinen Vorschlag ein be- 
sonderer Paragraph angenommen wurde, der es nun den deutschen jiidi- 
schen Aertzten erméglicht, als Einzelmitglieder dem internationalen Ver- 
band beizutreten. Damit sind sie vollberechtigte Mitglieder geworden. 

Auf die iibrigen Geriichte brauche ich wohl kaum einzugehen. Es ist 
eine glatte Liige zu behaupten ich hitte gesagt, die Juden seien in der 
Analyse unehrlich. Die Leute miissen mich doch fiir reichlich dumm hal- 
ten, wenn sie meinen, dass ich so etwas idiotisches behaupten kénne. Ebenso 
habe ich weder im Rundfunk noch sonst irgenwie Hitler angesprochen 
oder irgend etwas in politischer Hinsicht gesagt. 
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Was nun meine Ansicht anbetrifft, dass die Juden voraussichtlich keine 
eigene Kulturform erzeugen, so beruht diese Ansicht, I. auf historisehen 
Tatsachen, 2. auf der anderen Tatsache, dass die eigentliche kulturelle Leis- 
tung des Juden sich am deutlichsten entfaltet innerhalb einer Wirtskultur, 
wo der Jude sehr oft zum eigentlichen Kulturtriiger wird, oder zu deren 
Promotor. Diese Aufgabe ist so eigenartig und anspruchsvoll, dass man 
kaum absehen kénnte, wieso daneben erst noch eine individuelle jiidische 
Kultur entstehen kénnte. Da nun in Paliistina tatsichlich sehr eingenartige 
Verhaltnisse vorliegen,, so habe ich ein vorsiehtiges ‘‘voraussiehtlich’’ in 
meinen Satz eingefiilirt. Ich méchte keineswegs die Moéglichkeit bestreiten, 
dass dort etwas eigenartiges entsteht, abr eich weiss es bis jetzt noch nicht. 
Tech kann schlechterdings in dieser Ansicht nichts antisemitisches entdecken. 

. Der jiidische Christuscomplex ist eine sehr beachtenswerte Angele- 
genheit. Wie Sie wissen, stimme ich Ihnen in dieser Hinisecht durchaus zu. 
Die Existenz dieses Complexes bedingt eine etwas hysterisierte allegemeine 
Geisteshaltung, die mir besonders jetzt bei der gegenwirtigen antichrist- 
lichen Hetze gegen mich, deutlich geworden ist. Die blosse Tatsache, dass 
ich von einer Differenz zwischen jiidischer und christlicher Psychologie 
spreche, geniigt schon, um jeden das Vorurteil vorbringen zu lassen, ich 
sei ein ‘‘Antisemit.’’ Oder wie ‘‘z. B. das Schweizerische Israelitische 
Wochenblatt’’ meint: mit meiner Behauptung, dass ich ebensowenig ein 
Antisemit wie ein Antichinese sei, wolle ich die Juden einer mongolischen 
Horde vergleichen. Diese Empfindlichkeit ist einfach krankhaft und macht 
jede Diskussion beinahe unméglich. Schon Freud hat mich, wie Sie wissen, 
des Antisemitismus angeklagt, weil ich seinen seelenlosen Materialismus 
nicht billigen konnte. Mit dieser Bereitwilligkeit iiberall Antisemitismus 
zu wittern, beschwoért der Jude direkt Antisemitismus herauf. Ich sehe 
nicht ein, warum der Jude nicht ebensogut wie ein sogenannter Christ 
annehmen kann, man kritisiert ihn persoenlich, wenn man eine Meinung 
iiber ihm hat. Warum muss denn immer gleich angenommen werden, dass 
man das jiidisehe Volk damit verdammen wolle? Der Einzelne ist doch 
nicht das Volk? Ich halte dies fiir eine unzulissige Art, den Gegner mund- 
tot zu machen. Ich bin mit meinen jiidischen Patienten oder Kollegen in 
der grossen Mehrzahl der Fille sehr gut ausgekommen. Dass ich an Ein- 
zelnen Kritik iiben musste, das kommt auch bei anderen Leuten vor, wird 
aber vom diesen nicht darauf bezogen, dass sie Englinder, Amerikaner 
oder Franzosen seien. Allerdings gibt es da eine Ausnahme, die ich er- 
wahnen will, das sind die Deutschen. Es ist mir naemlich mehr als einmal 
passiert, dass wenn ich einen einzelnen Deutschen kritisierte, er flugs auf 
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die Idee verfiel, ich sei ein Deutschenhasser. Es ist aber zu billig, wenn 
man seine eigene Minderwertigkeit hinter einen politisechn Vorurteil ver- 
bergen will . 

as Sie wissen doch zur Geniige, wie sehr ich den Menschen als 
Personlichkeit nehme und mich bestrebe, ihn aus seinen Kollektivbeding- 
ungen herauszuheben und zu einem Individuum zu machen. Es ist ja, wie 
Sie ebenfalls wissen, nur modglich, wenn er seine Besonderheit, die ihm 
dureh das Schicksal aufgenétight ist, erkennt. Keiner der ein Jude ist, kann 
zum Menschen werden, ohne dass er weiss, dass er ein Jude ist, denn das ist 
die Basis von der er ein héheres Menschentum erreichen kann. Das gilt 
fiir alle Nationen und Rassen. Der Nationalismus, so unsympathiseh er 
auch ist, ist darum eine Conditio sine qua non, nur darf der Einzelne nicht 
darin stecken bleiben. Aber als Massenpartikel soll er sich auch nicht 
dariiber erheben. Als Mensch bin ich ein Europaeer, als Massenatom bin 
ich ein sechweizertischer Spiessbiirger, wohnhaft Seestrasse 228 Kiissnacht 
bei Ziirich. . 

Zum Schluss méchte ich Ihnen noch mitteilen, dass mein neues Buch 
‘*Wirklichkeit der Seele’’ erschienen ist, worin ich einen jiidischen Autor 
iiber alttestamentliche Psychologie aufgenommen habe, um die National- 
sozialisten zu irgern, und alle diejenigen Juden, die mich als Antisemiten 
verschrieen haben. Das Nachste was jetzt erfunden werden wird, ist, dass 
ich an einer kompletten Standpunktslosigkeit leide und weder ein-Antisemit 
bin noch ein Nazi. Wir leben in einer Zeit, die von Narrheit tiberstrémt. 
“Quem Deus vult perdere primus dementat.’ 


Mit den besten Griissen, Ihr 


C. G. Jung, 
et semper idem. 


THe TRANSLATION 
‘* . . it appears that amusing rumors are being spread about me. 
The only unquestionable fact which lies behind all this stupid gos- 
sip is that having been elected honorary chairman (Ehrenvorsit- 
zender) of the International Society for Psychotherapy I could not 
desert the society at the moment when Kretschmer resigned. | 


have been urgently requested by the German physicians to retain 
this position and have consequently done what anyone else would 
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have done in my situation, namely, my duty toward the Interna- 
tional Society. This consisted in the main in preserving the (Itah- 
menorganisation) supernational society and in affiliating to it the 
German society. his was accomplished at the last Nauheim con- 
gress. We can also register the satisfying fact that at my sugges- 
tion a special paragraph has been adopted to the effect that Ger- 
man Jewish physicians can individually join the international or- 
ganisation. ‘They have thus become full members with equal 
rights. 

‘‘T need hardly mention the other rumors. It is a downright lie 
to quote me as having said that Jews are dishonest in analysis. 
Anyone who believes that I could say anything so idiotie must 
think me extraordinarily stupid. Neither have I addressed Hitler 
over the radio or in any other manner, nor have I expressed any- 
thing in regard to polities. In regard to my opinion that the Jews 
probably do not create their own forms of culture, this opinion 
rests upon (1) historical facts, (2) the fact that the specifie cul- 
tural contribution of the Jew achieves its clearest results within 
the cirele of a host-culture, where the Jew frequently becomes the 
very carrier of this culture, or its promoter. This task is in itself 
so specific and so demanding that it is hardly to be conceived that 
any individual Jewish culture could arise alongside it. Sinee Pal- 
estine actually presents very peculiar conditions [The recipient of 
this letter was at that time living in Palestine.| I have cautiously 
inserted the word ‘probably’ (voraussichtlich) in my sentence. I 
would in no wise deny the possibility that something specifie is be- 
ing created there, but so far I do not know it. I cannot discover 
anything anti-Semitic in this opinion. . 


¢é 


. The Jewish Christ-complex is a very remarkable affair. 
As you know I completely agree with you in this respect. The ex- 
istence of this complex makes for a somewhat hystericised general 
attitude of mind (Geisteshaltung) which has become especially 
clear to me in the course of the present anti-Christian attacks upon 
myself. The mere fact that I speak of a difference between Jewish 
and Christian psychology suffices to allow anyone to voice the pre- 
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judice that I am an anti-Semite. Or, in the opinion of the Swiss 
Israelitie Weekly, my assertion that I am as little an anti-Semite 
as an anti-Chinese proves my intention to compare the Jews with 
a Mongolian horde. This hypersensitivity is simply pathological 
and makes every discussion almost impossible. As you know, 
I’reud previously accused me of anti-Semitism because I could not 
countenance his soulless materialism. The Jew truly solicits anti- 
Semitism with his readiness to scent out anti-Semitism every- 
where. I cannot see why the Jew, like any so-called Christian, is 
incapable of assuming that he is being personally criticized when 
one has an opinion about him. Why must it always be assumed 
that one wants to condemn the Jewish people? Surely the indi- 
vidual is not the people? I regard this as an inadmissible manner 
of silencing one’s adversary. In the great majority of cases, | 
have got along very well with my Jewish patients and colleagues. 
It happens in the eases of other people, too, that I have to criticize 
the individual; but they do not ascribe it to the fact that they are 
English, American or French. However, there does exist one ex- 
ception worth mentioning in this respect, and that is the German. 
It has happened to me more than once that when I criticized a 
German he immediately concluded that I am a hater of Germans. 
It is really too cheap to try to hide one’s own inferiority behind a 
political prejudice 


se 


. You know well enough to what extent I approach the hu- 
man being as a personality and how I endeavor to lift him out of 
his collective conditioning and to make him into an individual. This, 
as you know, is only possible if he acknowledges his peculiar fea- 
tures (Besonderheit) which have been forced upon him by fate. 
No one who is a Jew can become a human being without knowing 
that he is a Jew, since this is the basis from which he must reach 
out toward a higher humanity (Menschentum). This holds good 
for all nations and races. Nationalism is therefore a ‘sine qua 
non, —no matter how objectionable it may appear—but the indi- 
vidual must not remain stuck in it. On the other hand, insofar as 
he is a particle of the mass of the people he must not elevate him- 
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self above it either. As a human individual I am a European, as 
an atom of the masses I am a Swiss bourgeois, domiciled at 228, 
Seestrasse, Kiisnacht near Ziirich . 

‘*Finally I want to inform you that my new book ‘ Wirklichkeit 
der Seele,’ has appeared. I have included in it a Jewish author on 
the **Psychology of the Old Testament’ in order to annoy the 
Nazis and all those Jews who have decried me as an anti-Semite. 
The next thing they are now going to invent about me is that | 
suffer from a complete absence of convictions and that I am 
neither an anti-Semite nor a Nazi. We happen to live in a period 
which overflows with lunacy. ‘Quem deus perdere vult primum 
dementat.’ 


“With kindest regards, 
‘* Yours, 


“OC. G. Jung, 
‘‘et semper idem.’ 


30 West 58th Street 
New York 19, N. Y. 




















BENIGN INTRACRANIAL SPACE-OCCUPYING MASSES SIMULATING 
MENTAL DISORDERS* 
With Discussion by Members of Bi-Monthly Conference, 
New York State Department of Mental Iygienet 
BY ROBERT D. WHITFIELD, M. D. 


Psychiatrists and neurologists are no doubt all too familiar 
with the failures of neurological surgery, patients with malignant 
brain tumors who so often have to be hospitalized in mental insti- 
tutions following the surgeons’ failure to relieve them. On the 
other hand, there is a sizable group of individuals, not nearly so 
large but nonetheless of sufficient magnitude to be of great im- 
portance, who have curable intracranial lesions of which the pre- 
senting symptoms are frequently so suggestive of mental dis- 
order that they lead to the admission of a patient to a diagnostic 
or custodial institution, because the family physician or local at- 
tending physician does not appreciate that the patient is suffering 
from an organic, neurological disorder. For that reason, a consid- 
eration of some of the more outstanding aspects of such cases will, 
[ think, be of some help. 

The title of ‘‘Benign Space-Occupying Masses’’ was chosen for 
this paper for the reason that we are dealing, not only with neo- 
plasms, but also with abscesses and hematomas. Among the neo- 
plasms we are dealing, not only with the true brain tumors, the 
gliomas, but also with extra-cerebral neoplasms such as the men- 
ingioma. 

To illustrate more vividly the point to be brought out, the his- 
tories and clinical and operative findings on three patients will be 
presented very briefly. These three, with others with such lesions 
were seen during the past eight or 10 years. 

*Delivered before the Bi-Monthly Conference of the New York State Department of 
Mental Hygiene, Albany, February 14, 1946. 

tEprTor’s NotE—The discussion of this paper brought out points of unusual interest. 
Dr. Whitfield’s audience of psychiatrists and neurologists was a fair cross-section of the 
readers of this QUARTERLY. Addressed to the speaker as a neurosurgeon, many questions 
of concern to our readers were raised from the floor. THE QUARTERLY is, therefore, de- 


parting from custom and appending the full discussion of Dr. Whitfield’s paper as an 
important contribution on the subject. 
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Case 1 

The first patient is a man of 32, who was admitted to the Albany 
Hospital on September 1, 1944. Ile is a railroad fireman who had 
been working until a relatively short time before admission to the 
hospital, 

The history obtained upon admission of the man to the Mosher 
Memorial* was that seven years previously the patient had had an 
injury in which his spine was twisted. Further details were not 
available; but it is of note that one week later he became very dis- 
oriented and violent, threw objeets about, and went into a semi- 
comatose condition within a space of 24 hours. During this period 
he showed continual rhythmic movements of his arms. 

A diagnosis of encephalitis was made by the attending physician. 
The basis for it is not known, as the man was eared for in another 
institution from which no information was available. 

After two to three months, this patient made an apparently com- 
plete recovery and returned to his normal way of life. Thereafter, 
however, he had numerous episodes of unexplainable behavior 
which occurred sporadically, were sudden in onset, and subsided 
without his having any recollection of them whatsoever. 

For example, on one occasion when both his wife and mother 
were at home, he brought a totally strange woman into the house 
whom he apparently had never seen before, and they certainly had 
not. His other episodes were entirely similar in their point- 
lessness. 

Three years before admission to the Albany Hospital this man 
had begun to suffer from mild headaches which were easily re- 
lieved by aspirin. At the same time, he had begun to have epi- 
sodes of transient amnesia in which he would find himself in a 
strange part of the city, or in another city, without recollection 
of how he reached there. During these episodes, he did not know 
his name or place of residence, and during them he was unable to 
recognize his wife. They invariably subsided spontaneously. Three 
or four months before his hospital admission, these became more 
frequent and of greater duration. 


*Psychiatric pavilion of Albany Hospital, Albany. 
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One week before admission, he began to suffer from a severe 
headache which was not relieved by ordinary household remedies, 
from nausea and vomiting, anorexia, and photophobia, The head- 
ache extended bilaterally from the frontal region over the vertex 
to the occiput. 

At the time he entered the Mosher Memorial, it was recorded 
that the patient was responsive but extremely confused. His blood 
pressure was 130/72, his temperature 98.6, respiration 20, pulse S80. 
The left pupil was somewhat larger than the right, but both re- 
acted and were round and regular. There was bilateral papillo- 
edema. Otherwise, the neurological examination was negative, ex- 
cept that the deep reflexes on the right were somewhat hypo-active. 

A Roentgenogram of the skull at this time showed a linear 
fracture in the right occipital region which was rather fuzzy in its 
outlines. Later on when the writer saw him, it seemed uncertain 
whether it was a recent fracture or an old one, but it was felt that 
it probably was old. 

The neurosurgical service first saw the patient five days after 
his admission to the hospital. He was observed for a day or two, 
during which variable neurological signs were found in that the 
reflexes which had been hypo-active in the right side at admission 
became first normally active, then hyper-active, and then normally 
active again. The papilloedema continued to advance, and fresh 
hemorrhages appeared. 

On September 14, 1944, ventriculography was carried out 
through posterior bur holes, and displacement to the right of the 
ventricular system was found. There was no air in the third ven- 
tricle or in the left lateral ventricle; but the right ventricle was 
dilated, the result of chronic obstruction of the foramen of Monro. 

The patient was operated upon the same day, a left frontal flap 
being turned down on the basis that any lesion which obstructed 
the foramen of Monro on the opposite side probably lay frontally 
and on the basis that the patient had shown such definite personal- 
ity symptoms during the course of his illness. 

On reflecting the bone flap which was carried out without event, 
the dura was found to be extremely tense. When it was opened, 
there was found beneath it an organizing subdural hematoma which 
was nowhere more than one centimeter in thickness and which was 
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approximately eight centimeters in diameter. It peeled away 
readily from the dura, and also came away from the arachnoid, 
leaving a frontal lobe which was slightly but evidently compressed. 

The patient’s post-operative course was entirely uneventful. He 
was discharged on the fourteenth post-operative day, resumed his 
work as a railroad fireman three months later, and has been quite 
well since. The writer has not seen him for the last vear, but at 
last sight he was entirely asymptomatic, 


Case 2 

The second case is that of a 43-year-old man admitted to the 
Albany Hlospital, January 19, 1946. This patient’s presenting 
complaint, as recorded by the interne taking the admission history, 
was ‘cancer of the anus,’’ which he felt had been present for six 
months. 

No adequate history could be obtained from this patient himself, 
but since he had been transferred from Marey State Hospital there 
was an accurate history which was forwarded along with him. 

One year before admission to the Albany Hospital, the patient 
had become somewhat careless in dress and had begun to be pro- 
fane, which was a considerable change from his previous habits, 
according to his wife. 

Six months later, he suffered from a ‘‘shock’’ which was followed 
by a paresis of the right arm, some headaches, and pain in the back 
of the neck. He made a gradual recovery and was able to return 
to work two months after the onset of that ‘‘shoeck;’’ in other 
words, four months before admission to the Albany Hospital. It 
was noted that he had been unusually sleepy; he had had trouble in 
coneentrating and remembering; and he had begun to suffer from 
considerable nocturia. 

On November 29, 1945, he was admitted to Oneida City Hospital, 
and it is reported that at that time he showed bilateral papillo- 
edema. A spinal puncture was done two days following admission 
there, with the initial pressure recorded as 280 mm. of cerebro- 
spinal fluid. He was transferred to Marey on December 5, 1945, 
on a voluntary petition. It was noted there that he was seclusive 
and inattentive; his mental stream was retarded, and there was 
some perseveration, He was placid and perplexed, and exhibited 
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partial aphasia and definite memory defects. Ile also showed 
some sensory aphasia, alexia, and inability to read or to write. 

The neurological examination at that time was reported to have 
shown an unsteady gait, a right facial weakness of the central 
type, bilateral papilloedema, and a right-sided hemiparesis, with 
diminution of perception of temperature and pain, and probably of 
vibration sense on the right side. Position sense was inadequately 
tested because the patient lacked ability to cooperate. 

On December 15, 1945, a spinal puncture showed an initial pres- 
sure of 350 mm. of cerebro-spinal fluid with a rise on bilateral jug- 
ular compression to 500 mm. On January 8, 1946, this patient sud- 
denly became semi-stuporous within four or five hours, but gradu- 
ally improved through the subsequent 24. At the time of admis- 
sion to the Albany Hospital, January 19, 1946, his condition was 
essentially the same as it had been at the time of admission to 
Marcy a month before. 

It was noted in addition, however, upon admission to the Albany 
Hospital that there was poor conjugate deviation of the eyes to 
the right. The deep reflexes on the right were somewhat hyper- 
active. 

X-rays of the skull showed no abnormalities; in particular, there 
was no evidence of decalcification of the clinoid processes, a find- 
ing which, if present, is often an evidence of chronically increased 
intracranial pressure of some standing. The pineal gland was not 
calcified. 

On neurological consultation (with Dr. T. J. C. von Storch), the 
consultant agreed with the impression that there was a tumor of the 
left cerebral hemisphere, although we felt that the tumor lay in 
the temporo-parietal region, and he felt it must be in the frontal 
location because of the personality change. 

Ventriculography was carried out through posterior bur holes 
with findings almost exactly identical to those outlined in the first 
patient, in that the right lateral ventricle was displaced to the 
right, but uniformly through its entire extent, both frontally and 
oecipitally. In the interpretation of the films, we considered that 
there was not only motor aphasia but also sensory aphasia, alexia 
and agraphia of equal degree. We, therefore, localized the lesion 
just behind and above the Sylvian point and turned down a left 
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temporoparietal flap, finding a softening of the brain just above 
the Sylvian fissure. 

On needling it, a cyst was uncovered which was roughly the size 
of a large plum, containing xanthrochromic fluid which did not 
clot. The eyst was opened widely and in its anterior wall a small, 
boggy nodule was found which was removed in toto. The patho- 
logical diagnosis was fibrillary astrocytoma. 

The patient made an uneventful recovery. The papilloedema 
rapidly subsided, although it was not entirely cleared at the time 
of discharge. The right facial weakness became less marked. 
Strength returned to his right arm and leg. His aphasia cleared, 
although at the time of discharge from the hospital on February 
8, 1946, he was still under the necessity of pausing occasionally to 
find the word with which he wished to express his thoughts, but he 
was able to communicate clearly what he meant. 

The sensory aphasia, agraphia and alexia completely cleared up. 
The patient continued to have diminished sensation to pin-prick 
in the right arm. The right abdominal reflexes remained absent. 
Otherwise his examination was normal. 


Case 3 

The third ease is that of a 42-year-old woman who was admitted 
to the Albany Hospital, April 18, 1939, under the care of Dr. 
Thomas Ordway of Albany, who had had her in charge for the 
nine previous years, during which she had suffered from rheumatie 
heart disease with mitral stenosis and regurgitation. Although she 
had never decompensated, she had been living on an extremely re- 
stricted regimen, an almost bed-chair existence. 

One month before admission to the hospital, she became, in the 
words of her family, ‘‘mentally unbalanced.’’? She became over- 
active and began to try to do all the things which she had been for- 
hidden to do in the preceding nine years. In other words, she tried 
to do her own housework, went outdoors and took long walks, and 
so forth, this in the face of severe cardiac disease, 

Her memory became poor, her speech and thoughts slow. She 
felt tremors and weakness of both arms and legs, and tended to 
fall backward when she walked. There was drooping of the left 
corner of her mouth which was observed by her family. 
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These symptoms became rapidly progressive until she again 
became bedridden, not because of restrictions placed upon her but 
because she was unable to be up and about. 

At the time of admission to the Albany Hospital it was noted she 
exhibited a marked tremor of the right arm. The deep reflexes on 
the right were markedly hyper-active, and there was a question- 
ably positive Babinski on the left. Otherwise the neurological ex- 
amination at the time of admission was reported as negative, the 
patient then being on the medical service. 

She was seen, in consultation by Dr. LaSalle Archambault, who 
found weakness of the right ninth and twelfth nerves, right facial 
weakness, failure of upward gaze, hypotonia and pass-pointing. 
Ile made a diagnosis ef pontopeduncular intramedullary lesion, 
supranuclear. In other words, a diagnosis of a lesion in a loealiza- 
tion where there was very little hope of accomplishing anything 
therapeutically. Dr. Walter Mott, the eye consultant, found bi- 
lateral papilloedema, 

The patient became so overactive that she had to be transferred 
from the general hospital to Mosher Memorial. She was then 
seen by Dr. Eldridge H. Campbell, who found in addition to the 
previous findings, marked retropulsion and a positive Romberg. 

On April 22, a ventriculogram was carried out through occipital 
bur holes by Dr. Campbell and the writer, and findings again 
were very similar to those in the first two cases, with the exception 
that there was filling of the third ventricle also, which was tilted 
and shifted to the right, with no filling of the left ventricle. The 
displacement was much more marked anteriorly than posteriorly, 
and in view of this a left fronto-temporal flap centering over the 
pterion was turned down. A very large meningioma almost the 
size of a large orange was found arising from the left sphenoid 
wing, halfway between the pterion and the anterior clinoid. 

This was removed and the bone flap replaced. The operation 
was done under general anesthesia. When the patient awakened 
in the morning, she was perfectly clear mentally, so much so that 
we have notes in the chart commenting on our surprise at seeing 
such a dramatie recovery of a normal mental state. She had no 
recollection of the events which had immediately preceded her ad- 
mission to the Albany Hospital, and accepted the necessity of bed 
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rest as she had during the nine years prior to the onset of these 
acute symptoms. 

The post-operative course was marred by the development of a 
post-operative sub- and epidural hemorrhage, which is not infre- 
quent when a meingioma has been removed. This was evacuated 
and the bone flap replaced. 

Malignant edema then developed, but this subsided following re- 
moval of the bone flap at a third sitting. She was discharged from 
the hospital apparently well. One month later, she died of cardiae 
failure due to her heart disease; but, surprisingly, she had been 
through an extremely severe ordeal without any evidence of de- 
compensation, 


DISCUSSION BY THE AUTHOR 


These three cases were all examples of benign lesions. To re- 
turn to the first, the subdural hematoma, this group of patients is 
extremely important. On many occasions, such a patient will be 
admitted to the hospital with no history of injury whatsoever; at 
least no history of injury to the head. 

The subdural hematoma is, as its name implies, a hemorrhage 
which occurs beneath the dura and outside the arachnoid. The 
dura, of course, lies in direct proximity to the skull; the arachnoid, 
within which lies the cerebro-spinal fluid, is applied relatively 
smoothly to the surface of the brain, although it does not in- 
vaginate into the gyri, as does the pia. 

The subdural hematoma is a result, usually, of bleeding from 
the great cerebral veins, with a slight leak into the subdural space, 
which in the healthy individual is a purely potential space and con- 
tains no fluid. Because of the low venous pressure, the bleeding 
stops rather promptly; and a very thin clot, which behaves in one 
of two fashions, may develop. Most usually, it absorbs fluid by 
osmosis from the subarachnoid space, so that it increases in size 
with fair rapidity and usually produces very definite symptoms 
within a maximum period of eight months from the time of injury. 

In the series at the Albany Hospital there is no case—with the 
possible exception of Case 1—which has gone longer than eight 
months following injury. This one, on the face of it, appeared to 
have gone seven years since the original injury when the patient 
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twisted his spine and became disoriented shortly thereafter. It is 
coneeivable that he had subdural bleeding at this time. Fortu- 
nately, the hematoma behaved differently than in the ordinary 
case, When it rapidly increases in size by accretion of fluid. 

This case is probably one of that other group which Dr. Donald 
Monroe of Boston, has mentioned frequently in his publications, 
the thin, organized subdural hematoma which does not increase in 
size over a period of time, but may lead to mental disturbances 
which cause most of the patients to require hospitalization in men- 
tal institutions. 

Presumably, the acute symptoms came on in this patient because 
of increasing edema of the frontal lobe in response to the presence 
of the clot. The lesion is one which causes the death of the patient 
unless it is surgically relieved, for, because of cerebral edema and 
the hematoma’s own increase in size, the intracranial pressure 
gradually rises, with the result that the vital centers become jeop- 
ardized, 

The occurrence of papilloedema in subdural hematomas is rare 
and unusual. Very few of the subdural hematomas which the 
writer has seen, and very few of those reported in various series 
in the literature, exhibit clear-cut evidence of increased intra- 
cranial pressure. The writer has seen subdural hematomas which 
exhibited no abnormal neurological signs whatsoever—that is, in 
the ordinary sense of focal neurological signs—no reflex changes, 
no motor or sensory changes, no papilloedema, no facial weakness, 
no change in the skull X-ray, even no displacement of the pineal 
body when ealcified and readily visible. 

I have recently operated upon a patient when he was moribund, 
and who yet made a complete recovery, who had a pineal gland 
situated exactly in the mid-line because the hematoma lay far 
anteriorly. He had no increase in spinal fluid pressure, nor any 
of the xanthrochromia which the textbooks indicate is a common 
finding in subdural hematomas. In other words, what one is con- 
fronted with is a patient who is mentally confused, who exhibits a 
global aphasia, without motor or sensory changes, but with diffi- 
culty in caleulation—in other words, suppression of the higher in- 
tellectual functions which is chronic and progressive. 
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In many, many instances, one is forced to carry out air studies 
on patients with subdural hematomas, or who are suspected of hav- 
ing subdural hematomas, on suspicion alone. It is felt that it is 
very important in patients who exhibit the picture described—in 
other words, the individual who is confused, who is at times apha- 
sic and at other times not, who tends to perseverate. It is im- 
portant with a patient who has that symptomatology to keep in 
mind always the possibility that even without a history of injury, 
even without any X-ray changes indicating an old fracture, the pa- 
tient may be suffering from a subdural hematoma which is amen- 
able to surgical cure. 

On that basis, the writer feels that one should keep a high level 
of suspicion, and whenever that suspicion exists, carry out ex- 
ploratory bur holes with or without air studies, preferably front- 
ally and parietally, and then, if these are negative, ventriculogra- 
phy to be absolutely certain. 

Eneephalography is, in the writer’s experience, not nearly so 
reliable an index of the existence of the subdural hematoma as a 
direct trephination and observation of the incised dura, followed 
by air injection through the bur hole, because there are a certain 
number of encephalograms in which one will not get adequate fill- 
ing of the ventricles or of the subarachnoid space, even if the films 
are taken with the patient in the upright position. Under these 
circumstances one is left without a diagnosis, and yet has carried 
out a procedure which is fraught with considerable hazard to the 
patient. I shall allude presently to the matter of our own experi- 
ence with spinal punctures and encephalography in eases suspected 
of space-ocecupying masses. 

As to the second case presented, that of the 43-year-old man, we 
are dealing here with a member of the great group of gliomas. 
The majority of gliomas are of the classification glioblastoma mul- 
tiforme, a rather embryonic tumor thought to arise from the spon- 
gioblasts, highly malignant and not capable of cure, although many 
in this classification may be apparently arrested—by block resec- 
tion or sub-total resection, followed by irradiation—for a period 
of several years. They are not cured. 

The particular neoplasm discussed here, the astrocytoma is, on 
the other hand, a highly benign lesion. In the early days of neuro- 
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surgery, When Dr. Cushing was first beginning to operate rather 
widely on brain tumors, the importance of the mural nodules was 
not realized; they were considered to be cysts containing xanthro- 
chromie fluid whose cause was not adequately explained, 

If the cyst is evacuated and the mural nodule of the tumor is not 
removed, the cyst invariably refills with a recurrence of all the pa- 
tient’s symptoms. In other words, had we not been able to demon- 
strate and remove the nodule of tumor, the cyst would have refilled 
and the patient would be likely to have recurrence of symptoms in 
a year or two. 

If the mural nodule is completely removed (and one can never 
be entirely sure of that, and consequently has to follow these pa- 
tients as if they had carcinoma for a period of five or 10 years to 
be sure the symptoms are not recurring)—the astrocytoma is 
cured. 

The symptoms are caused by the cyst, which is often two to 
three times as large as the tumor which gave rise to it. In many 
instances, the neoplasm itself does not occupy sufficient space to 
do much damage, but it will cause refilling of the eyst. 

The neurological symptoms manifested by this second patient 
are of particular interest from the diagnostie standpoint. In the 
first place, the patient exhibited, first of all, some change in be- 
havior, became careless in his dress, and so on, which would indi- 
cate a lesion close to the frontal lobe which is ordinarily conceded 
to be the seat of personality. 

Six months before his Albany Hospital admission he had had a 
sudden episode with paresis of the right arm, indicating the lesion 
lay in fairly close proximity to the motor cortex and fairly low, 
since the leg centers are near the vertex. Headaches began to su- 
pervene, trouble in concentrating and remembering appeared, all 
of which are evidences of increased intracranial pressure. 


At the time of admission to the hospital he exhibited inability to 
read and write, did not fully understand what was said to him, was 
unable to talk accurately, and showed right-sided weakness. In 
other words, he had a lesion in the left parietal lobe with some in- 
volvement of the precentral gyrus. The localization was confirmed 
by the operation. 
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The main reason the case of the third patient was brought up 
was the fact that such a great error could be made by one of the 
most competent neurologists in the country in localizing her tu- 
mor, Dr. Archambault’s opinion was that her lesion lay in the 
brain stem, whereas the ventriculogram and subsequent operation 
showed it lay upon the left sphenoid wing. We are familiar with 
that error in diagnosis, and humbly admit we are not able in the 
presence of brain tumors to localize accurately in many instances 
on the basis of neurological signs. Sometimes we are, as in this 
particular instance, but where there is considerably increased in- 
tracranial pressure, particularly from a tumor situated relatively 
low above the tentorium, there is considerable transmitted pressure 
which compromises the brain stem and consequently gives signs at 
a distance from the tumor. 

It is a fact familiar to all neurosurgeons and many men practis- 
ing diagnostic neurology, that it is easy to confuse a left frontal 
and a right cerebellar tumor, or vice versa, because compression 
of the motor cortex or of the pyramidal tract in the medulla may 
produce the same signs; and because of the fact that the cortico- 
cerebellar connections, disturbances of coordination, and so forth, 
which appear in left frontal tumors could equally well be produced 
by a neoplasm lying in the right cerebellar hemisphere. 

In other words, the importance of this is that even if one is con- 
fronted with a patient who has what appears to be a hopeless lesion 
on the basis of one’s neurological findings, it is not justifiable to 
deprive that patient of a chance of cure by depending too much on 
the accuracy of one’s own opinion. Not until air studies have been 
done and it has been conclusively established that the lesion hes in 
the brain stem or in an inoperable location, should one give up and 
refrain from operating upon a patient. [ven then, errors may be 
nade. 

Tumors in an apparently inaccessible location may be curable. 
Certain points come up about the handling of the patient which I 
think are of considerable importance in a discussion of this nature. 
In the first place, when confronted with a patient with evidence of 
an intracranial lesion, one of the things one first thinks of after 
doing a neurological examination is to carry out a spinal puncture. 

The writer is extremely opposed to carrying out lumbar punc- 
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tures in individuals who have evidences of increased intracranial 
pressure, due to presumably localized lesions. I am not speaking 
of the patient with meningitis who clearly has increased intra- 
cranial pressure, often 700 or 800 mm. of water. That patient has 
to have lumbar punctures, and they can be done quite safely. 

The patient we are discussing is suspected of having a focal, 
localized, space-occupying mass. We know the intracranial pres- 
sure is increased because papilloedema exists, for example; and 
consequently one gains nothing but may run a very, very serious 
risk. There have been patients who have died as a result of spinal 
puncture under these circumstances. The point is that the patient 
is living in compensation with his tumor. He may have consider- 
ably increased intracranial pressure, but his brain has adjusted 
itself to a pressure which may have been very slow in development. 

When one disturbs the hydrodynamics by removing fluid from 
the lumbar sac, there are often sudden shifts in the intracranial 
pressure relationships, particularly in the case of a tumor situated 
near one of the orifices such as the foramen magnum. There may 
be a sudden shift into the aperture with sudden compression of the 
brain stem, and almost instantaneous death, or with death within 
24 hours of hyperpyrexia. 

For that reason we avoid, we are afraid to do, iumbar punctures 
under those circumstances. 

Of course, many patients we admit have had spinal punc- 
tures done in general hospitals outside; but, by and large, the 
writer feels it is far, far safer not to do a spinal puncture but to 
gain one’s information in ease of doubt from bur holes which are 
above the tumor and where one can decompress the patient, if one 
is prepared to go ahead with operation immediately should the 
procedure upset him, 

What was said about lumbar puncture applies all the more to 
pneumo-encephalography, for in an ordinary spinal puncture done 
in the recumbent position there is less tendency for a downward 
thrust of tumor or edematous brain than there is when doing a 
pneumo-encephalogram, since this is carried out in the upright po- 
sition, and in many instances with complete drainage of the spinal 
fluid. 
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One knows that many encephalograms and spinal punctures have 
been done without serious results in patients with brain tumors, but 
at the same time, a few have been seen with serious results, and 
for that reason it is the writer’s feeling, and the feeling of most 
neurological surgeons, that the safest thing to do for the patient 
is to refrain from the spinal puncture unless there is a very serious 
question existing of central nervous system syphilis. Even there, 
if there is a space-occupying mass, it is probably a tumor, or, if a 
gumma, acts like a tumor and will need to be treated like a tumor 
whether the spinal fluid Wassermann is positive or negative. 
Therefore, in this instance also, one hesitates to do a puncture 
until bur holes have been made, 

The ventriculogram, although a safe procedure if carried out 
immediately prior to operation, is not a safe procedure when car- 
ried out a long time in advance, as, after emptying the ventricles 
and injecting air, one may get serious changes in intracranial pres- 
sure relationships, with increased edema around the tumor, and 
consequently rapid increase in symptomatology. 

The writer knows of, and in fact has seen, individuals who have 
had ventriculograms done, after which it was elected to wait a 
week or 10 days (as is done in some eminent neurological centers) 
before operation, with the result that the patient died in the in- 
terim. 

The ventriculogram may not have been the cause of these deaths; 
it may be that the patients had reached the points where they 
could no longer tolerate their tumors. But at the same time, the 
writer does not feel the procedure is safe and is prepared always 
to go ahead with the operation immediately. 

To go into the technical details, is aside from the point. The 
intent was to bring out the fact that with patients such as the 
three presented, a definite suspicion exists when one is confronted 
with a patient with an organie psychosis, or with clear-cut neuro- 
logical signs of involvement of the cerebral hemisphere, that the 
patient may be suffering from a neoplasm or from a hematoma, or, 
although no case of it was produced, from a brain abscess which 
will cause death unless corrected. 


Unless one is doing two or three negative ventriculograms for 
every positive one that turns up a tumor or a hematoma, there is 
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always the possibility that one is overlooking patients who other- 
wise might be helped very considerably. 

The writer cannot emphasize too strongly the fact that it is only 
on suspicion, in most instances that the diagnosis can be made. It 
is rare that one has such full-blown papilloedema as existed in 
these cases. It is only on suspicion that one makes the presump- 
tive diagnosis of a possible tumor. 

The neurological signs, although definite in many instances, are 
apt to be very slight, so the untrained examiner, the man who does 
not see neurological patients frequently, may not recognize them. 
They may be so slight that there is a serious difference of opinion 
among neurologists who see the patient as to whether any devia- 
tion from the normal in the neurological examination really exists. 

Although the writer likes to make a diagnosis on the examina- 
tion, in many instances, he is forced to resort to air studies in order 
to be sure, and he is certain that the families of the patients who 
exhibit these signs are eternally grateful to anyone who makes pos- 
sible the correction of the distressing symptoms which they exhibit 
at the time of first admission to the hospital. 


38 Willett Street : 
Albany, N. Y. 


DiscussiON* 

Dr. ArtTHUR W. PENSE: Dr. Whitfield’s subject is of great interest to 
this conference. I will ask for general discussion. 

Dr. JAMES A. BrusseL: I would like to ask Dr. Whitfield how he re- 
gards the electro-encephalogram as a means of localization. If I may, | 
would like to point out some of the hazards in such cases as the doctor has 
described. A few months ago when we took the first shipment of disabled 
prisoners of war back to Germany, we had about 500 neuropsychiatrie pa- 
tients on board what we regarded as the most palatial ship in the world, but 
those psychiatric cases were relegated to three decks on the bottom of the 
ship, two of which were below sea-level. The air conditioning was cut off 
in the middle of the summer in the middle of a hurricane. The tempera- 
ture was about 101 by registered thermometer. 


*By members of the regular Bi-Monthly Conference of the New York State Depart 
ment of Mental Hygiene see footnote, page 23 
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We had one patient, so we had been informed, who for three years had 
been observed in this country as being periodically depressed. Those were 
the only symptoms he had. I was called one day because he was wringing 
his hands and weeping. My interpreter told me he was saying that he 
wanted to see his mother and was fearful of going to Russia. 

This prisoner had presented no signs upon physical examination. He 
got up and grabbed me by the shirt to plead for something, and then col- 
lapsed on the floor. We put him to bed. We gave him a further examina- 
tion with no unusual results aside from a tendency to clonus, and we at- 
tributed his condition to the lack of ventilation. We requested that he be 
removed to the medical service above deck, with a note by myself that un- 
der no circumstances was a spinal tap to be done, because we feared a pos- 
sible sudden hemorrhage or a possible brain tumor. 

A spinal tap was done, however, with fatal result. We autopsied him 
the following morning at sea and found that he had a frontal tumor about 
the size of a plum. 

This was a man without any symptoms whatsoever other than an emo- 
tional variant which had been described as a psychiatric condition, but the 
spinal tap was fatal. The tumor was well circumscribed and could have 
been operated upon. 

Dr. Newron J. T. Bige.ow: I would like to ask, how often you find 
glycosuria in these eases? 

Dr. Waurer A. Scumirz: May I add a ease to Dr. Brussel’s which pre- 
sented mental symptoms and which proved of unusual interest? Perhaps 
some of you have had similar cases, 

A man of 26 was hospitalized because of a vague gastro-intestinal symp- 
tom for which he had an X-ray examination. In the hospital for a few 
days, he began to exhibit peculiar conduct. For instance, he went on one 
oceasion into the shower, turned the shower on with his pajamas on and 
his bathrobe on. Then he beeame a little too familiar with the nurses. He 
did things of that sort, and so they sent him to us. 

His conduct seemed for some days to stem from non-organie sources, but 
we thought we would do a lumbar puncture on him. He had no localizing 
signs. He had 800 cells per field, but absolutely negative bacteriological 
findings. It was an unusual fluid, because no sooner had you drawn it 
than you could turn the test tube upside down and it would not run out. 


Within a few days while he was under observation, and before we could 
determine a great deal about him organically, he developed hyperpyrexia 
and died. At autopsy, it was found that he had a small hypernephroma 
in his brain, and about half of his spleen was so replaced. 
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Dr. Harry A. StecKEL: I was going to raise the question of the electro- 
encephalogram, also. I think one is often struck by the similarity of these 
cases to definite psychogenic types of disorders. 1 know of one patient, ob- 
served over 14 years, who had five frank manic attacks. 

On the oceasions of two of these, hematomas were found. On the ocea- 
sions of the others, no tumors were found, so that the mental pieture was 
exactly the same, and yet on two occasions tumor masses, hemorrhagic 
in nature, were evacuated, once on one side then on the other. 

Wherever we find atypical mental signs it seems to me we should be 
alert to any possible neurological findings; and, furthermore, changeable 
and variable neurological findings from day to day are, I think, important. 
So it seems to me, even in those eases which seem to fit into a definite psy- 
chogenic type of disorder, we should be alert to the possibility of neurologi- 
cal symptoms indicative of an organic situation. 

Dr. NoLan D. C. Lewis: Dr. Whitfield has given us a very suceinct and 
comprehensive description of the neurological diagnostic aspects of this 
particular group, which belongs in psychiatry under our main heading of 
the organie psychosis. 

I would like to point out that when anything happens to the two great 
integrated systems of the body, the nervous system and the circulatory ap- 
paratus, particularly in the head end, you get a break in the adaptation of 
the individual. In those individuals who are having a little difficulty in 
many respects, who perhaps may be oriented toward the psychosis (and 
everybody is, even every person in this room is predisposed to some par- 
ticular type of psychosis) if anything severe enough happens to the main 
integrated organs, those individuals will break and have a cleavage along 
certain lines of their organization. 

It goes without saying that you cannot have too great disturbance of the 
brain without developing mental symptoms which we designate as the or- 
ganic type of symptoms. The three cardinal ones which we always point 
out to students are: first, some interference with the memory which may not 
be obvious in ordinary circumstances, but can be discovered on detailed psy- 
chological examination; second, disturbance in judgment; third, disturb- 
ance in character. 

The doctor’s second case is a good example; the man got sloppy in his 
dress, his general character changed. Dr. Schmitz’s is another case in point. 

Many patients stop there. In those that do not get worse and worse, you 
have an organie syndrome. Others who are perhaps, shall we say, a little 
more loosely integrated, or during their personality organization are a lit- 
tle looser bundle, as the old colored woman said, will have manic-depressive 
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swings or have schizophrenic swings or symptoms with hallucinations and 
other things that look like disorders where we do not find organi¢ brain 
disease in back. 

Psychiatrists who have had a great deal of experience in examining all 
sorts of cases sometimes get what they call clinical hunches in these types 
of lesions, even very early in the disorder, before there are localizing neuro- 
logical signs and even after the neurologist has made a very complete ex- 
amination. The Germans have a name for it, the ‘*dahinter,’’ a word coined 
by the German psychiatrist Mauss to indicate that there is something wrong 
with the individual, something organically wrong with his brain, yet one 
‘annot quite put a finger on it early; one simply feels there is something 
behind all of this. 

We must keep our eyes on this and keep watch, and make more examina- 
tions. We examine the patient because something is happening in the nerv- 
ous system or somewhere in the body. He may have some transitory confu- 
sions, perhaps an interference of circulation, edema, a blockage of fluid, 
which may be transitory in his particular case until it gets worse and worse 
and becomes a permanent thing. 

In many of those cases, brain surgery of this character relieves the situa- 
tion by taking away the foci that have broken the patients’ integrations. 

It is interesting that the three cardinal organie symptoms are a little dif- 
ferent from the others. I got my information in this way on that. In do- 
ing a large autopsy work from large institutions in my earlier days, we had 
a good many patients come to autopsy table with what we called accidental 
findings at autopsy (because they had not been diagnosed before death) of 
hematoma and brain tumors which would have been operable. 

The statistics ran probably 6 per cent of all autopsies, where we had hun- 
dreds to go by. Thus you will find about 6 per cent of brain lesions at 
autopsy which were not entirely clear and were not diagnosed, though some 
of them may have been suspected. The patient has a psychosis, probably 
long before he has a brain lesion. Some of these patients have been in in- 
stitutions a good many years. 

In hospitals where it has been the custom to take what they eall chronic 
notes—in other words, notes over the years, or every month or three months 
—they re-examine the patient and write up the examination. It was very 
interesting to take those cases after death, and after I had all of the an- 
swers as far as the pathology was concerned, to go back over the histories. 
In many of them, you could detect the place where these organic cardinal 
symptoms began to come in, where a man would begin to show change 
which should have indicated more examinations at that time, where he be- 
gan to show a shift in his psychosis, and, in addition to his mental disease, 
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began to show the signs of pressure—periodic confusion, more of a dis- 
turbance of the intellectual functions, and a breaking down of what he had 
retained which was not yet psyehotie, 

We know that practically all psychotic persons are not completely psy- 
chotie ; there are normal residuals there, normal aspects in their lives and 
in their thinking. 

Very often, I could definitely put my finger on the spot where the lesion 
must have been getting large enough or important enough to produce these 
additional symptoms reeorded in the chronie notes. Certainly many of 
those cases could have been relieved by brain surgery and careful checking 
of the situation. 

In the event of development of psychosis due to brain lesions, in addition 
to these organie symptoms, both neurological and psychological, you have 
also sometimes individual personality parts of the psychosis that look psy- 
chogenie because they come from that area, that of the personality organiza- 
tion, rather than from the lesion itself. But the lesion has had to do with 
the release of that situation and is the acute cause of it, the immediate 
cause. 

Dr. PENsE: Thank you, Dr. Lewis. 

Dr. BiceLow: I think most of us have had difficulty oeeasionally in at- 
tempting to differentiate between a so-called vascular lesion and foeal dis- 
ease. I think a good many of us have made a mistake or two in that di- 
rection, deciding that a given lesion was simply a vascular affair, and find- 
ing later there was actually a tumor present. 

Dr. Whitfield has stressed the point that with a subdural hematoma there 
may be no sign of head injury. That is a common observation. Some peo- 
ple have maintained that merely a sudden interruption in direction of the 
skull and its contents is enough to produce a subdural hematoma. 

I would like to ask Dr. Whitfield to say a word about the optimum time 
when he would like to see a ease believed to be one of subdural hematoma. 
He has said eight months is about the time they come to attention. There 
are patients who are obviously bleeding and who have obviously had head 
injuries. 

Dr. HuGu 8S. Gregory: May I ask if there is any distinction to be made, 
as to the danger of a spinal tap, between the subtentorial tumor and one 
above the tentorium? 

Dr. WHITFIELD: In response to Dr. Brussel’s and Dr. Steckel’s question 
coneerning the electro-encephalogram, I am not in a position to give a satis- 
factory answer from my personal experience, for the reason that in the 
past five years—because of local difficulties in our hospital and inability to 
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obtain technical assistants to run the electro-encephalograph, there have 
been long periods during which it was completely inoperative. Conse- 
quently, just about the time a great deal of work was beginning to be done 
on localizing lines, we lost all technical help and did not do it. 

But as I have made out from the experience in other more fortunate 
clinies, not very great dependence can be placed as yet on the electro- 
encephalograph as a localizing aid in brain tumors. 

In other words, if it is positive and agrees with the focal neurological 
signs, it is an added bit of evidence; but, from what little experience we 
have had I would be unwilling to place the same reliance upon the electro- 
encephalogram as we would on air studies. It is one more thing to help out 
and possibly clarify an obscure diagnostic problem. 

Of course, its usefulness again is limited there to surface lesions and 
cortical lesions. It is not much aid in subcortical and cerebellar lesions. 

I was interested in your case of spinal puncture. I am wondering if the 
excessive temperature and lack of air might not have played a very vital 
role, due to disturbance of the water balance. 

Dr. BrusseL: He had been eating and drinking partially satisfactorily, 
and had been moved up to a much more comfortable location on the ship. 

Dr. WuitrieLp: I don’t mean the fatality, but the onset of the symp- 
toms. 

Dr. BrusseL: That, of course, we shall never know. We were in the 
middle of a hurricane. 

Dr. Wuitrietp: <As to the question of glycosuria, we very rarely see gly- 
cosuria except in individuals who have a known history of diabetes. But 
there are occasions on which there is sugar obtained in one or two urine 
examinations, with no elevation of blood sugar in most instances. 

Characteristically, tumors situated in the neighborhood of the hypo- 
thalamus are more apt to cause a disturbance of sugar metabolism than 
tumors located elsewhere. 

The ease of the patient with metastatic hypernephroma is one of very 
great interest tome. We routinely take chest films in all patients suspected 
of having brain tumors before proceeding with further studies; but we have 
had the experience of taking a chest film in a patient who had no cough, 
with the findings negative, then operating on the patient and finding, as 
far as we could see, a single focal metastasis from a bronchogenic ecarci- 
noma of the lung. Yet the patient would have no lung symptoms until two 
or three weeks postoperative. We would then have the chest surgeon un- 
able to obtain a biopsy, and still have a negative X-ray. If positive, the 
chest X-ray is of help; but if negative, it is not of any help at all. 
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I was also very much interested in Dr. Steckel’s patient with the manic 
symptoms, relieved twice by operation and subsiding, without operation 
on other oceasions. That brings out the point | was trying to make par- 
ticularly: In other words, you have to do a lot of negative exploration 
through bur holes to be sure of getting the individuals who do actually 
have an organie lesion that you ean help. 

The variability of signs is something I should have brought out and 
meant to bring out, and I am grateful to Dr. Steckel for having done so. 
The variability of signs, caused probably by variation in circulatory bal- 
ance around the tumor or the hematoma, is a particularly important mani- 
festation, and particularly important in subdural hematomas. They are 
even more apt to exhibit variability than tumors within the brain substance. 

The hunch which Dr, Lewis spoke of. the suspicion that you cannot quite 
put your finger on, yet you know well that there is something wrong, is an 
experience which we have all had, too, particularly in patients with acute 
head injuries who are brought in and seem to be getting well. The charts 
look good, there are no variations in the vital signs, their headaches are de- 
ereasing. But you will just know ‘‘there is something wrong with that 
man,’’ and that sooner or later before anyone is satisfied you are going to 
have to make bur holes. 

Not infrequently, in those circumstances, you will find an acute subdural 
hematoma. 

Dr. Bigelow brought up the question of the time at which you should see 
a subdural hematoma. There are two types, the aeute, whieh I did not go 
into sinee it is generally seen in general hospitals by way of the emergency 
room, patients admitted immediately following an injury to the head, who 
are in coma, come out of coma, then become more and more confused. In 
other words, such a hematoma occurs and gives evidence of its presence 
within a week of admission to the hospital. 

That group is no problem, because, whenever the suspicion arises, bur 
holes are done, and the question is settled promptly. In these eases, there 
are relatively massive hematomas where the bleeding is large enough in 
amount to cause serious compression and increased intracranial pressure. 

On the other hand, the chronie subdural hematoma, the one with little 
bleeding, which gradually becomes larger, is insidious in its development. 
And as to the time, I should think that would be best answered at the time 
the symptoms make it clearly apparent that there is something wrong which 
might be a hematoma. In other words, the earlier the diagnosis, the better 
the chance of cure, because, in the first place, there is less chanee for 
atrophy of the cortex because of continued pressure, and there is also less 
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chance of the patient taking a serious downhill turn during transportation 
or during the necessary period of preparation for operation. 

We have all had the experience of mistaking cerebral vascular accidents 
for brain tumors, and vice versa. I have made numerous mistakes in that 
line, and I am sure every other neurosurgeon has. Knowing that we have 
a tendency to make errors in that direction, we try to bend over backward 
in the opposite direction, and if there is any reasonable doubt as to whether 
it is a cerebral vascular accident or a tumor, we make the bur holes. Even 
improvement of the patient in the hospital is no accurate index. Patients 
may get worse and then better, as with the second patient. If they do not 
improve rapidly and completely, and there isn’t obvious arteriosclerosis 
that might give rise to their symptoms, or clear-cut evidence of lues with 
luetic aortitis, we feel it is better to err on the side of making a few un- 
necessary bur holes than overlook what might be a tumor. 

As to the difference in hazard of doing a spinal puncture in the supra- 
tentorial and subtentorial lesions, there is no question at all that lumbar 
puncture is more hazardous in subtentorial tumors in the cerebellum or 
brain stem, because the intracranial pressure is much, much higher, and 
the downward thrust is greater when the pressure is relieved below. This 
is beeause of the existence of tonsillar herniation. It is a common find- 
ing in operation, and consequently there is a greater chance of fatal hernia- 
tion of the brain stem. 

However, the danger of doing punctures in supratentorial tumors is not 
appreciated ; and, only in the last few years, the occurrence of tentorial 
pressure cones with obstruction of the brain stem and occurrence of malig- 
nant cerebral edema has been appreciated. In the supratentorial tumor, a 
puncture is not so apt to cause sudden death, as death by hyperpyrexia and 
rapid downward course in the 24 hours following. In the subtentorial le- 
sions patients are likely to die immediately, almost before the needle is out. 
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THE LURE OF THE SUPERNATURAL 


BY NANDOR FODOR, LL.D. 


Children love wonders and mystery. The critical faculty is a 
comparatively late development, and to exercise it costs consider- 
able effort. To accept things at face value, to side with old wives’ 
tales and superstitious beliefs is so much easier. Fairy tales have 
to be discarded at a certain age, but the realm of the supernatural 
provides an excellent substitute. We can never prove that ghosts 
do not exist, because negatives cannot be proven. We know that 
the fear of ghosts or the delicious shivers which ghost stories send 
down our spines refuse to be argued away. The real problem is not 
the belief in ghosts but that of why some people should be fas- 
cinated and others frightened by it. Referring such an attitude to 
childhood experiences is not facing the complexities of the sit- 
uation. 

For some time, I have been investigating the possibility that the 
fear or fascination of another world arises from a basie biological 
experience. We all have lived in another world—before we were 
born. All Utopian visions reveal a nostalgia for the bliss which 
we lost on leaving the maternal womb. Is it possible, 1 wondered, 
that the intensity of the ordeal of birth might have a determining 
influence on the fear or fascination inherent in the prospect of an- 
other plane of life? 

If such a query is to have any scientific value, it will have to be 
proved first that in our unconscious there is a record of our trauma 
of birth and that the memory of that stupendous event can either 
be recovered or found unquestionably manifest in our dream life. 

Confirmation of the latter fact does not raise a very difficult 
problem. Some recurrent dreams leave us with no other interpre- 
tation than that they aim at re-enacting the event of birth. To 
give just one example, here is the recurrent dream of a 36-year-old 
woman 

**T am going through a very big house in which there is a huge 
stove. Every time I go into the room containing the stove, the 
door shuts behind me and I cannot get out that way. To get to 
mother, I have to craw! through a tiny arch-like hole in the stove. 
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It looks too small for me to wriggle through. It frightens me.”’ 

No explanation is needed for those who know how frequently 
stoves are used in dreams to symbolize the maternal womb. While 
dreams of this type recur in the experience of every psychoanalyst, 
it happens very seldom that a patient is able actually to re-live the 
eataclismic event of birth. A good deal of corroborative evidence 
must be obtained before an apparent re-enactment of an experience 
so highly charged with emotion as birth can be accepted as a pre- 
sentation of the actual event and not of a fantasy concerning it. 
However, such fantasies in themselves are of absorbing interest. 
For this reason, I shall reproduce the copious association material 
of a young London actress, a sado-masochist, the study of whose 
suicidal compulsions and anxiety states first presented this prob- 
lem to me. 

On the fourth consecutive day of her analysis, ‘* Yvette’’ re- 
ported: 

‘*] dreamed that I was a little baby and somebody hit me on the 
bare back, which gave me an awful shock. I was on my ‘tummy,’ 
not much bigger than a doll, and the shock was like flames of light 
flaring up in my brain. It mingled with surprise. I had no sensa- 
tion of pain and did not ery. Then I heard my mother say: ‘ Your 
father would go and have an affair with the nurse in the next room 
while I was lying-in.’ ”’ 

Did Yvette recall in this dream the doctor’s slap after birth, 
which started her breathing? The description of the shock as 
flames of light flaring up in her brain, the astonishment with which 
the experience is received and the reference to her mother’s labor 
point strongly in this direction. On further questioning, however, 
a detail emerged which argued equally strongly against this inter- 
pretation. She added that she was wearing a long ‘‘nightie,’’ 
which was pushed up to her neck. Obviously, she was not born in 
a ‘‘nightie.’”’ We are faced with the following alternatives: 1. 


That the first impression given by the dream is wrong; and 2, that 
a recollection from a higher level has been combined with the birth 
experience. ‘The latter view is supported by the story of her fa- 
ther’s affair with the nurse. Yvette used to spy on her father and 
report to her mother his visits to the nurse. She also remembered 
her mother’s complaints about her father’s faithlessness. She un- 
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derstood that her father had an affair with the nurse while she was 
being born. 

This admixture of intercourse with a birth-dream ealls attention 
to an interesting fact; that in restrospect birth appears to us as a 
genital event; that the passing of a child’s body through the uter- 
ine passage in birth can be evaluated in terms of intercourse. 

I kept these reflections to myself. Before analyzing the dream, 
I asked the patient for free associations with words of my selee- 
tion. The first was ‘*milk.’’ She answered: ‘*‘ Water, rice, bread, 
tea. . . knife.’’ There was a pause before she uttered knife, she 
grew emotional, felt weak in the knees, but continued: ‘** Cook, sup- 
per, water.’’ At this point she began to sink into a mental state in 
which she appeared to re-live her own birth. Without the slight- 
est prompting, and much to my surprise, she reported her sensa- 
tions as follows: 

‘*A funny sensation in my legs. I feel faint. I am falling. A 
sinking sensation, a nasty feeling. 1 feel floating as if I were go- 
ing under an anesthetic. My head is downward. I am going 
downward. I feel being born. It is a bit difficult. I make an effort 
with my legs. It is an extraordinary position. My head is on one 
side. I shoot down. I feel frightened. Now I feel nothing.’’ 

Her head dropped sideways and she was half hanging from the 
sofa. She shook herself and sighed: 

‘*It is an awful bother—this business of getting born.’’ 

She opened her eyes, apologized for all she had said, and as- 
sured me she was not making things up. 

‘*There was trouble about my head,’’ she continued. 

Suddenly, she remembered a statement by her mother regarding 
her birth; that she was delivered by instruments; that her head 
was in the wrong position and was injured. As evidence, Yvette 
pointed to a faint sear on her forehead. Then she added a supple- 
ment to the account of her sensations: 

‘*T was lying against something hard. Do you know, I think I 
saw my mother’s body, the lower part. The legs were huge like 
the Colossus of Rhodes.’’ 

This was followed by a second supplement, this time to the 
dream with which our discussion began: A man with a nasty face 
was leaning over her crib and frightened her. Then she saw him 
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washing his hands. A nurse, with hard, hawk-like features, handed 
him a towel. The man picked up a little bag and closed it. She 
thought he was the doctor. 

This second supplement raises a curious problem. We can take 
it as evidence against the original memory of birth, as no newborn 
child could register such distinet pictures on an untrained retina 
even if sight began to function immediately after birth. Ilowever, 
the picture about the doctor and the nurse may have been regis- 
tered at a much later date; it may have been fused into the dream 
in the same way as was the mother’s statement about Yvette’s 
father. As we are dealing with the dream of an adult looking back 
at her past, a regression of association would necessarily combine 
wayside memories with the original reactions to birth. 

In her next statement, the patient pictured herself in her moth- 
er’s bed: 

‘*T am a little doll, lying on my back. I have dark hair, more 
than I should have for a baby. My mother is covered. I am coy- 
ered, over her body, near her arm. The bed seems to be gigantie.”’ 

This was followed by a vision about feeding. She saw her moth- 
er’s breast bared and was conscious of the feel of it. Then she 
felt tired and sleepy, and remembered nothing more. 


FALLING AND SUFFOCATION FEARS 


Let us now return to the fear of falling which is revealed in her 
association fantasy by the words: ‘‘I shoot down. I feel fright- 
ened.’’ 

In her first year, the patient had had a very unfortunate acci- 
dent. The bell rang; and the nurse, forgetting that the baby was 
in her lap, suddenly got up. The baby fell on her head and de- 
veloped cerebral meningitis which almost cost her her life. In 
talking about it, Yvette seemed to slip back to the time of the acei- 
dent and gave a dramatic description of the coming and fading of 
consciousness—a description which again appeared to be fused 
with that of birth: 

‘*T feel reaching to light, vivid light, the kind of light which I 
experienced when I went into the silence of mystic meditation. 
The light grows stronger. It is very bright. My legs are going 
funny. I feel as if I was being born. I want to get nearer to that 
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light. I don’t want to leave it. I feel it is something beyond earth. 
[ feel | am going back to my real home. The desire is now fading. 
My legs still feel funny. My head is swimming. I am frightened 
abit. Now I am going back to that light again. I keep going and 
coming. I can feel the urge of my mother to make me come back. 
[am gone again, Somebody moves my head. Iam on my mother’s 
arm.”’ 

This feeling of ‘*beyond earth’’ was the starting point of the de- 
velopment of a reincarnation fantasy. It was bound up with suf- 
focation fears, fears of the supernatural and fears of ‘‘insanity.”’ 
The suffocation fears were introduced by the following memories: 

‘*A Chinese mask we had at home . . . An evil mask and a 
Chinese suit of armor of which I was very afraid . . . A Chinese 
dummy on a special stand in our dining hall. It had knives in its 
belt. Lots of knives and a double mask. I used to be afraid to go 
past that thing . . . Oh, | remember something . . . Daddy taking 
the sword out. I was seared. He was playing with it. He was a 
fine fencer . . . Something about Mummy and Daddy. They were 
fooling about in the diningroom. I don’t know if there was a sword 
around, but I know that mother lost her temper and said he was 
hurting her. He was only playing. . . I keep on seeing a shadowy 
figure in one of those fencing helmets. I nearly passed out yester- 
day in my dancing act. They put an octopus mask on me. I had 
to make a great effort to stop myself from screaming. I cannot 
bear masks on my face. I cannot bear those masks one dances in. 
[ nearly fainted when I had to wear one for the dressmaker. 
They had to eut holes in it. I can see now from where it comes. 
[ can see it at home, and it gives me a very uncomfortable feeling; 
a red mask, with nasty, beady eyes and an evil grin.”’ 

L asked Yvette to put the mask mentally over her face, 

‘‘T cannot. The best I ean do is to hold it before me.’’ 

I suggested she should make a mental effort. 

‘*It is all gone. Shall [try again? It fades out every time I get 
it near my face. I cannot put it on. I can put it on a little girl 
over there who is me, but I cannot put it over my face. She is 
bouncing up and down with it.’’ 

‘*What else do you remember about masks?”’ 
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‘*T am reminded of the chest trouble | had when I was eight to 10 
years old. They put an inhaler over my face, a cage-like affair, be- 
cause I could not breathe. I had to have it over my mouth for a 
quarter of an hour every day. 

‘*When I first had an anesthetic, and the mask was clamped over 
my face, I fought against it because it frightened me. I had anes- 
thetic again at 15, and took it well because the anesthetist Just held 
the mask near iny face. When I had an abortion it was bad again 
because it was given roughly. 

‘*T have a vague idea that something used to be tied around my 
mouth . . . a searf, a white searf. Those beastly white mufflers! 
I was always getting bronchitis. They used to holler at me. The 
doctor worried about my chest. I could not breathe when I had 
that illness. I used to fight for breath. I had pneumonia or some- 
thing. They used to give me a kettle of steam and hot poultices 
which burned my chest. I was never out of bed; I was always ill.”’ 


Hauntep House Horrors 


Fear of the supernatural and fear of ‘‘insanity’’ were disclosed 
in the following recollections: 
‘*T seem to recall something about a lighthouse at Beachy Head 


on the cliffs . . . Oh. . . Where is Stonehenge? I don’t know 
why it has come to my mind. Maybe it is the shape of the stones. 
Stonehenge . . . I went there as a very little girl. They took me 


to a haunted house where all sorts of tortures had taken place. 
Thumbserews. They tickled the feet of the victims until they went 
mad. The father of my German playmates used to tell these grue- 
some stories. I was so frightened. The governess of the same 
boys told tales about screaming skulls. That reminds me of my 
own head. J could imagine, until 18 months ago, my own head 
without flesh on it. Sometimes I heard noises in my head and was 
never quite sure whether they came from there or whether a dog 
was howling outside. I never heard them when somebody was 
with me in the house, only when I was alone. I could hear that 
screaming sound inside me now. It reminds me of another story 
that woman told me when I was seven vears old. Two sisters in a 
haunted room saw something so horrible in the night that one went 
raving mad, I also remember something about a bride buried in a 
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box in her wedding dress. She played hide and seek: The lid shut 
on her and she was not found until years later. I used to hate to 
go for a walk with that German governess as she was always tell- 
ing these stories and I expected something similarly awful to 
happen. 

‘**T ean still hear the cuckoo clock on the night that Daddy died. 
[ cannot bear cuckoo clocks since. I was in the theater. When I 
came home, I found a note from my mother. I knew immediately 
that my father had committed suicide. Earlier in the day, over 
lunch, I heard a loud report and exclaimed: ‘Oh, somebody has shot 
himself.’ Then I dismissed the subject, thinking I was getting 
morbid; but I was not. It was the hour when Daddy killed him- 
self. When I saw my mother’s note | knew what had happened, 
though she did not tell me. I stayed with my mother all night. 
The euckoo clock kept on striking every hour. It was horrible. 

‘*The doctor said Daddy was temporarily unbalanced. I have 
been awfully afraid of insanity ever since. My grandfather went 
peculiar at the age of 83. My God, I thought, am I going to end in 
the same way? When I hear an automobile backfire in the street, 
[ cannot control myself. I get so frightened that I shake all over. 
It is not normal. Anything | read about madness frightens me. I 
cannot bear books on haunted houses and ghosts. I saw a film, 
‘The Student of Prague.’ He goes mad, looks into a mirror and 
wonders if he is real. That picture had a terrible effect on me. I 
moaned and groaned, I could not bear it, 1 had to shut my eyes and 
get out. Afterwards I found myself looking into the mirror in the 
same way as he did. 

‘*T vaguely recall another ghost story; somebody’s throat was 
getting cut. I can see that throat gaping open. I wonder who 
that was. Oh, nonsense. But I remember, Mummy said Daddy 
was sure to try to cut his throat because she found all the razors 
spread out in his room and he was fingering them in a peculiar 
way. She took them and hid them. 

‘Now I remember another fear. If I see a knife or a pair of scis- 
sors, I am afraid I might stab myself with them in my sleep. Un- 
til recently, I dared not have them in my bedroom. I am still 
afraid of razors when I shave myself for the stage. I sweat, for 
fear it might slip. 
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‘*Another thought which haunted me: supposing I jumped out 
of the window in my sleep. I think I walked in my sleep before I 
heard ghost stories. 

**T seem to remember Ilans Anderson’s fairy tales. I was afraid 


of some of them. There was one. . . All Lean think of at the mo- 
ment is Macbeth. Lady Macbeth killed Macbeth* in his sleep; but | 
would not have read that story so early . . . | know: the Babes in 


the Wood and being suffocated in bed. I believe I was taken to 
Madame Tussaud’s and saw them; and I was also taken to the 
Tower where the little princes were strangled. I was frightened 
by the Sleeping Beauty. I saw her chest rising and sinking at 
Madame Tussaud’s. I still hate wax figures. Occasionally, the 
sheet gets across my mouth when I sleep. Then I fight like a mad- 
man until I wake up.’’ 


A REINCARNATION FANTASY 


That the monstrous fears of murder, death and ‘‘insanity”’ 
which have haunted Yvette, originated in an earlier, forgotten ex- 
perience emerged from a strange story about an Kgyptian mummy 

a story bound up with reincarnation fantasies and with fears of 
being buried alive. 

She drew a curved knife, with a cross-shaped handle, and wrote 
in her diary: 

‘This knife, the emblem between the two of us for which we 
search, still eludes us. The deepest meaning of it all from some 
past life I feel we could recall in the destiny.’’ 

The quotation is verbatim. It was followed by a burst of lyrics 
which revealed a strong transference to the analyst: 

‘*In Egypt’s fair land where first we met wandering in fields on 
which the grass was soft and dewy, yet the trees and flowers blos- 
somed forth and in the corner was a tiny pool of tristram (7?) 
plants. I feel the breath of breezes on my cheeks, turning, wonder- 
ing at your voice which speaks the words [ long to hear. I long to 
hear again those words which cost us suffering and pain. Again ] 
say, ‘IL love vou. It is nothing new, it is true. But as then, so now, 
what can we do? It is nothing but the end, until the end, a happi- 
ness greater still.’ ”’ 


*Yvette’s own error. 
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At the bottom of the page, the following note appeared: 

‘*Remembered fright | got when | saw the mummy. Ilad the 
strong urge to go at once to the British Museum to find the knife 
and see the mummy again.’’ 

Then followed the words: 

‘*Singer of Amon. Mut-em-Mennu.’’ 

[ asked her for associations with the word ‘*mummy,’’ and this 
is What she gave: 

‘*Blankness, black, stifle, red mist, knife, afraid of being buried 
alive. I am going to be cremated instead. The young man that 
talked to me in the museum said that he was looking for a mummy 
whose face changes expression. I said: ‘I know that one.’ ‘Oh, 
you are a student of Egyptology,’ he said. I said,*I am not. The 
mummy is again downstairs.” The keeper spoke up: ‘Yes, it was 
taken downstairs; are you interested in these sculptures, too?’ | 
said, ‘I am more interested in the type of knives they used.’ |] 
stopped at a case which contained a more or less unwrapped 
mummy. Then the man said: ‘It is most extraordinary, she was 
found with the Singer of Amon. It is extraordinary, because the 
Singer of Amon died 1,200 years before that woman did, yet the 
body was in the same sarcophagus!’ 

‘*'There was an inscription: See Case G. No. 10 in first Egyptian 
room. I said, ‘They got the wrong case there.’ There was an ar- 
gument. It was discovered I was right.”’ 

It was now apparent that Yvette was developing a reincarnation 
fantasy with an unusual motivation. If she could not have her 
analyst as a lover in this life, she would have him as her lover in a 
previous life. The foundation on which the fantasy was built was 
an incident of strong affective value. At the age of four, on a 
rainy day, she was taken by her mother to the British Museum. 
There, for some reason, she was badly frightened by the sight of a 
mummy. In trying to reeall what happened, the following associa- 
tions came: 

**T can vaguely see the kind of clothes I had on, a funny little 
fluffy velour hat and I see long black curls. My mother’s umbrella 
was causing us a lot of trouble. Daddy said: ‘Take the child’s 
hand.’ IT remember clutching my mother’s arm. I see one of those 
painted mummy cases. Now a picture flashes to my mind: a bony, 
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shrivelled arm, lifted up all by itself. One minute the mummy 
seems to be wrapped up, the other minute it is not. I feel as if my 
own legs were wrapped up. It seems as if one of my arins were 
Wrapped up.’’ 


LloMOSEXUAL REVELATIONS 


We see the patient identifying herself with the mummy and we 
have a hint that her fright must have been caused by the hallueina- 
tion that the mummy moved. Her fear of the supernatural, there- 
fore, did not originate in the ghost stories she heard at the age of 
seven; that memory was important but did not go deep enough. 
Further light was vouchsafed four days later in a long and com- 
plieated nightmare: 

‘*T was in a hotel with Gilbert, my producer. He was annoyed 
with me for having done something that he did not like—at least, 
he reproved me in public. I remember taking the elevator to a 
higher floor and seeing Gilbert beckon mysteriously from a tele- 
phone booth where he was talking to his wife. I tried to listen to 
what was going on between them, but Peggy came up and would 
not give me a chance. Then I was saying goodbye to Gilbert at 
the front door of our house. He was clearly silhouetted against 
the dusk. As I shook hands with him, he turned into Peter, grew 
into a terrific shadowy shape against the sky, and I became very 
frightened. Invisible hands seized me and I fainted from fear. 

‘*The next thing I remember was being in a bedroom, in a dress- 
ing gown of serts and looking out of the window, The Germans had 
arrived. JI rushed into the sitting room. I heard the Germans 
mounting the stairs and they came in wearing uniforms with red 
bands around their hats. The man at the right had a fearful look- 
ing sabre. I remember sending my twin brother into the next room 
to tidy himself. I defiantly faced the man with the sabre, although 
I was very frightened. I edged towards the older man on the left 
who had no sabre. The one on the right threatened to kill me and 
the sword nearly got me. The left-hand man was protecting me 
and said to the other: ‘What about seducing her?’ I said: ‘Oh, 
anything, I am at your merey.’ The older man was surprised. I 


was in an awful panic. Beads of sweat were on my face. I cor- 
rected myself; ‘I’d rather do anything than be killed.’ 
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‘* Just then my twin brother appeared and the attention of the 
two men was turned to him. Ile was dressed in an Eastern garb 
which made him look effeminate. Ile was ‘cheeky’ with the offi- 
cers. I begged him not to be rude and to take in a manly fashion 
whatever they would do to him. The officers then began to hit him 
on the hand and face with their fists, and he bled. I found that the 
blows were really falling on my head. They were hot, searing, 
hurting blows. 

‘Then I was near a window and a nurse pointed to the wood- 
work where my head hit the window and dented it. Another nurse 
spoke up. I said: ‘I was dropped.’ The first nurse said: ‘Oh dear, 
on which chart shall I make a note of that, the good one or the bad 
one?’ I did not quite know. Then it dawned on me what she 
meant and I said firmly and smilingly :*Oh the good one, of course.’ 
She smiled happily, too, and made the note.’’ 

To understand this long and complicated dream, one must first 
marshal up some of the patient’s associations with the dramatis 
personae, 

Gilbert, the producer, was married. At first he took no interest 
in Yvette, but later showed signs of infatuation. She refused to 
listen to his wooing. He was ‘‘queer’’ and associated a good deal 
with homosexuals. Yvette herself had been addicted to sadistic 
and masochistic perversions, but through psychoanalytie re-educa- 
tion she was growing out of them. The pressure of her old prac- 
tices manifested itself in this apparently incongruous association: 

**How ridiculous! I see again the Carter girl, one of my nurses. 
She had a rather loose face. I can see her in the nursery, lying on 
the bed, leaning half against the wall, very flushed in the face. 
Whether she had just beaten me or was still doing it, I don’t know. 
I must have had an orgasm from it. JI remember a hotel near Not- 
ting Hill Gate before the war. There was a little girl there; in the 
drawing room, we discussed these funny feelings. I told her how 
nice it was. She was most interested but uninformed. I was seven 
years old then. Lots of German officers and spies were staying in 
that hotel. One of them turned King’s evidence, another one was 
shot. 

‘*Peter was shell shocked. He used to go into awful jitters. I 
used to take him out of the room and hold his head. He was seeing 
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things, his dead friends that were blown up. He was altogether 
queer. 

‘The twin brother was like me but also like a little boy who had 
a homosexual affair with Peter. (1 am not a twin and have no 
brother.) Tle was a nice boy and had similar emotional experi- 
ences to my own. [| saw him in a nightclub after my own affair 
with Peter was finished. Peter infected me with gonorrhea. | 
went up to the boy and said to him: ‘Hello, you are a friend of 
Peter, aren’t you?’ He said ‘Yes.’ I was faseinated and repelled 
by this homosexual business; faney me, competing with boys! 
There were several such boys in love with me who never loved a 
woman in their life before. I liked them because they had a lot of 
understanding which other men did not have. They made me one 
of them. I always felt there was something wrong with me to be 
accepted like that. Just before I broke up with Peter, he gave 
himself away blatantly. He took me to a swimming club on the 
Thames which was run by these men. About a dozen of them were 
there. I am convinced that the club was a cover for homosexual 
practices. They let me listen to their conversation. It was fasci- 
nating. They talked to each other: ‘Don’t you be a silly girl; 
don’t be such a eat, ete.!’ ”’ 

It should be added to these revelations that Yvette had a strong 
incestuous attachment to her father, and remembered fantasies in 
which she had given him a baby. The dream which we are about 
to discuss reveals a curious twist of this fixation. 

In the opening phase of the dream, she is moving away from 
parental involvement to a higher level. This she indicates by tak- 
ing the elevator to a higher floor. There she sees Gilbert in the 
telephone booth talking to his wife. Gilbert, being her employer, 
stands for her father. His infatuation with her was as one-sided 
as Yvette’s infatuation was with her father. The telephone talk 
between Gilbert and his wife hints at the ‘‘connection’’ between her 
parents on which she used to spy. She vividly remembered how 
she used to look through the key hole and saw her father exposed 
and ready for intercourse. The booth is a genital symbol. Tele- 
phone contact is a symbolic substitute for sexual contact. The 
public reproof is a form of self-condemnation, the basis of which 
is her spying guilt. The affair between her father and the nurse 
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was just one of the determinants of this guilt. The identification 
between Gilbert and her father is well established when she says 
goodbye to him at the front door of her parents’ country home, 
which Gilbert never visited. The goodbye reveals the constructive 
aspect of the dream, which is father-separation. ‘Then Gilbert 
changes into Peter, who was ‘*queer’’ and gave her venereal dis- 
ease. As a love disease, gonorrhea or syphilis is often used in 
dreams to symbolize incestuous feelings. IHler father was also 
‘‘rather queer.’? Why should the figure grow into the sky and be 
so frightening? Her answer was: 

‘*It was a big, empty kind of silhouette, just like a large, empty 
mummy ease.’’ 

It seems that Peter is used as an adjective to deseribe Yvette’s 
father in some frightening respect. I recalled the fear caused by 
the moving hand of the mummy and asked her to picture that hand, 
and relax. 

‘They were thin, bony hands, mummy’s hands,’’ she said. ‘*I 
wonder if that mummy had a distorted face and looked like Peter 
when he had his dithers? I don’t like Peter any more because he 
is always grabbing me. . . I feel a bit peculiar. My head is swimn- 
ming. Something funny is happening to me. I feel awfully cold. 
I am going to faint . ™ 

As she had fainted in the dream when Peter ascended into the 
sky, this promised a revelation regarding the invisible hands that 
seized her, 

‘*T cannot see the mummy case now. It seems high up. I must 
have looked over the top. I remember clutching my mother’s arm 


afterwards; I don’t know what happened . . . I keep on seeing 
eyes, a painted face, and slit eyes. I have a feeling that the mummy 
has no wrapping on. I am sure it was nasty, blackened . . . I can- 
not see anything now. I have a violent urge to go to the lavatory. 
I always do that when I get seared . . . I think the mummy had 


one arm across the breast. I feel a bit like a mummy myself. It is 
ridiculous. I feel as if my legs were swathed around. You know 
the mummy’s face, the original face? I was just thinking that it 
opened its eyes. It is a funny position. I am half it, half looking 
at it. I cannot explain it. It is a stifling feeling, awfully cold. It 
is as if someone were putting little bandages right over my mouth 
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and were going to wrap them around my face next. <A kind of 
rocky, earthy place. I suppose it is like a tomb, a eave. What ri- 
diculous nonsense . . . People are round with implements. Some- 
thing like a pick-axe. It is a very sunny day. I am outside. It is 
gone. My legs feel like lead. I want to move them but cannot. . 

I see someone with black hair, nice hairdress, three rubies in front, 
the eyes closed, a bracelet on the left arm with turquoise blue 
stones, nice hands, jewels around the neck; the face reminds me of 
my own face but I don’t think the features are as small as mine. 
The cheekbones are rounder, the nose broader. The skin looks 
like my own. It is just dead. She half opened her eyes as if she 
were not quite dead. It gives you a fright to see a dead person 
open her eyes like that. She has very long black eyelashes and 
dark brown eyes, heavy-lidded like Peter’s. That look from under 
the closed lids is a horrid, sensual look. J am back in the museum 
again. It was in the museum that I saw the mummy’s eyes open- 
ing. There was a look of evil in them . . . Until today I thought 
the mummy was aman. Again I feel just like it. How awful it is 
to be wrapped up like that when you are still alive. I was always 
afraid of being buried alive. I am still afraid. I want to be ere- 
mated.’ 

Yvette calls her mother, ‘‘Mummy.’’ In this unusually interest- 
ing set of visions, she vacillates in identifying, now herself, now 
her mother, and now Peter, with the mummy. The only situation 
in which she herself could be the mummy, wrapped tight, speech- 
less and buried alive is the pre-natal one. The unborn child, from 
the post-natal point-of-view, is half-dead, half-alive; it is bound by 
spatial restrictions as a mummy is swathed. The rocky, earthy 
place, looking like a tomb or a eave is the womb. The horrid, sens- 
ual look is not difficult to understand if we remember that the pa- 
tient could not separate the idea of intercourse from the genital 
aspect of birth. Her father entered into it in her very first birth 
dream. Now the fear of her father’s penis, which she saw through 
the keyhole, is dramatized into an assault by German invaders. 
She had mentioned the sabre before. Father had it when he was 
fooling with mother in the dining room. The phallie significance 
of that sabre is now quite clear. A supplementary recollection 
furnished the last confirmation ; 
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‘*The man with the sabre got so close to me that the sword al- 
most touched me on my genitalia. | wriggled away to the other 
man. Ina sense, he was even worse than the other. He looked like 
Uncle Jack, who tried to have intercourse with me.”’ 

She also felt that the red bands on the hats of the Germans 
somehow tied up with blood and sex. She could not explain the 
reason of the feeling. The Freudian claim that the hat is a sym- 
bol of the female genitalia fits well with her feeling. 

The appearance of the non-existent twin brother raises the prob- 
lem of bi-sexuality. Rather picturesquely, it calls attention to the 
patient’s homosexual (Lesbian) component, which was already in- 
dicated in the mummy fantasy; for the inummy, while being her- 
self, also had Peter’s eyes and his sensuous look. ** Peter,’’ in vul- 
gar language, stands for the penis, therefore for the masculine self. 
This is apparent when the blows suffered by the twin brother (who 
reminds her of the boy who had a homosexual affair with Peter) 
hit the patient’s own head. They are hot, searing and hurting 
blows and recall the injury to her head which the surgical instru- 
ments caused in her delivery. The shadowy shape in the sky into 
which Peter’s figure grows is a graphic representation of the 
ghostly, other worldly character of the attack against the un- 
born—an attack tearing its universe apart. 

The final phase of the dream reters to the patient’s accident at 
the age of one. The memory of this accident was fused with birth 
in her associations. We see it fused again. Instead of the floor, 
her head hits the window and dents it. This injury to her head re- 
determines the birth reference. It is the genital window of which 
she dreams. 

‘*T wanted to be put down on the progression chart. I got over 
the fright of the bang on my head.’’ 

She could not have gotten over it, unless she were getting over 
her trauma of birth at the same time. That is why two charts are 
mentioned. ‘‘I was dropped’’ refers to falling in birth. That 
should be registered on the good chart. It had to happen. It is a 
racial inevitability. 

It seems as if the main purpose of this long and complicated 
dream is to show the inter-relationship between birth and _post- 











268 THE LURE OF THE SUPERNATURAL 


natal sexual traumata for the purpose of adjusting the problems 
raised by bi-sexuality, her sado-masochism, her reincarnation fan- 
tasies and her fears of being buried alive. 

My conclusions may be wrong but their plausibility did the work. 
A marked change took place in the patient’s sexual disposition 
after she assimilated the contents of this dream. It was revealed 10 
days later. She dreamed of walking down a narrow, muddy lane. 
A gate was at the end, and a naked man looking like Pan was wait- 
ing for her. She felt scared because she became conscious of her 
nudity. Then she discovered that she was not quite nude. She 
was dressed like a nymph, and she covered her breast with her 
hands. 

‘*The meaning of this dream dawned on me right in the dream,’’ 
she volunteered. ‘‘I realize now that sex is a different thing from 
what I thought it was, that I had not quite understood it before. 
At the moment when I lifted up my hands to my breasts, I felt a 
great change come over me. I always looked upon sex from the 
sadistic angle. All of a sudden I knew that I had it all wrong, that 
sex means perfect love and understanding, and lots of other things 
I never connected with it before. Last night, in the theater, I was 
a new person. I feel as if the past had dropped away from me, 
with everything that was nasty and beastly in it. I feel almost 
ready for my first affair.’’ 

Heretofore, the supernatural was evil. Now the ghosts have 
yielded their place to the God Pan. Judging by her emotions in 
the dream, he represents pure and protective love—a magnificent 
succession to the destruction which a series of sexual traumata had 
wrought in Yvette’s life. 


Suite 706 Park Central Hotel 
Seventh Avenue at 55th Street 
New York 19, N. Y. 











FEAR 


BY JAMES A. BRUSSEL, M. D. 


A modern example of the paradox is the ambivalent attitude sei- 
entists adopt in animal experimentation. In attempting to prove 
a certain theorem, for example, regarding human physiology, they 
do not hesitate to establish identities between man and other mem- 
bers of the animal kingdom. On the other hand, psychological and 
sociological principles are too often placed in dissimilar files ; man 
is elevated to an exalted level, one that is unlike others and is al- 
legedly unattainable by the other components of the animal world. 
This difference has been explained, if not excused, under various 
guises, such as ‘‘civilization,’’ ‘‘evolution,’’ ‘*development of the 
cerebral hemispheres,’’ and **language.’’ 

It is difficult to visualize a single pattern that is relatively appli- 
cable to all anatomical, physiological, and histological processes 
while simultaneously countenancing diverse patterns for individual 
and group environmental adjustments. If the emotional reaction 
and motivating force of fear are so common in the mouse, the fish, 
and the deer, we should expect to find them equally prominent in 
the entire life-span of man. Such an inquiry, relying as it must on 
descriptive terminology, finds itself handicapped by our most ad- 
vanced means of syinbolic existence, i. e., language. Words, de- 
spite a careful choice and pre-selection, are drawbacks, because too 
often do they fall short of conveying exactly what the investigator 
wishes to portray, 

Most psychiatrists and psychologists, without the necessity of 
completely eschewing the principles of any leader or group of 
leaders in the field of mental research, such as Freud, Jung, Kampf 
and Adler, will agree that fear springs from two sources. These 
are the unconscious and the conscious of the organism. The for- 
mer, whether it be the heritage of man phylogenetically or a sim- 
ple innate endowment, is beyond his everyday analysis and con- 
cept but nevertheless is the motivating force behind his conscious 
thinking, speaking and acting, and is regarded as the repository 
of all impulses, drives, instincts and wishes which know no so- 
cially dictated and established law, custom, or tabu. The conscious 
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part of man’s psyche is continuously recognizable by him and eas- 
ily altered, controlled and motivated through his own volition. It 
is activated, checked, changed and censored by society, by commun- 
ity regulations, by the dicta of environment. But the unconscious, 
forever harassed by fear, functions as a result of this fear or in 
response to it, while the conscious, regardless of its ability to ra- 
tionalize and ‘‘think,’’ is no less a hopeless victim of the same emo- 
tional tyrant. 

Psychologists and lexicographers alike have attempted to de- 
lineate and deseribe various kinds of fear, either relying on the 
source of the fear or the intensity. We are told that anziety is 
fear arising from within (the unconscious), while apprehension is 
fear springing from environmental situations and circumstances. 
There seems to be a tacit implication that one is pathological and 
the other normal if not expected. There are other descriptive 
words . . . agitation, timidity, shyness, fright, panie . . . which 
are but hair-splitting terms and direct offshoots of the basic force 
of fear. Mental aberrations such as depression, stupors, schizo- 
phrenia, catatonia, are all strongly tinged with the element of fear. 
It is the contention here that other and so-called unrelated re- 
sponses, such as joy, anger, hate and love, are related to and/or 
result from fear. 

The beast in the forest, the fish in the sea, the bird in the trees, 
the worm in the soil, all are said to lead instinctual existences. Gen- 
erally, an instinct is interpreted as ‘an innate ability to cope with 
environment.’’? Man, we are told, lives differently because of his 
added endowment of ‘‘intelligence.’’ About the best definition I 
have met for this is ‘‘the innate ability to cope with unexpected 
changes in the environment.’’ It makes no difference whether an 
organism functions under the influence of instinct and/or intelli- 
gence, the problem appears to be: What force brings these factors 
into play? 

Many authorities differ as to what constitutes the basic instincts 
but we believe that the majority of opinion accepts: (1) hunger (2) 
self-preservation and (3) sex or perpetuity of the race or strain. 
Back of each, I believe, is fear; fear, whether it be a masochistic 
or a sadistic impulse, conscious or unconscious, infantile or adult. 
It is at once a fear of extermination, a fear of death, a fear of the 
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organic returning to the inorganic. Thus, the instinctual consump- 
tion of sustenance is precipitated by hunger arising from the fear 
that, without physiological support, the organism must perish. 
Self-preservation, the acme of socially designated selfishness—the 
**kill-or-be-killed’’ principle—springs from the fear of being con- 
quered and consequently obliterated, The consummation of the 
sexual act is not only a masochistic giving of the organism, but a 
performance by the individual, prompted by appalling fear, to 
prevent his extermination. Hence, if he cannot exist forever, his 
own strain will. 

Biologists, with unexcelled skill and painstaking effort, have 
tried to classify animals according to degree of bravery or fear. 
Many eategories are filled: coloring that blends harmoniously with 
the environment, cunning, size, muscular strength, visual acuity, 
feats of climbing and flying, et cetera. Yet, the most dauntless and 
so-ealled fearless animal, lion or tiger, mongoose or boa, becomes 
paniec-stricken and flees with abject fear before flood and storm and 
fire. Fear dictates the action of the most timorous rodent and the 
most unafraid leopard. One skulks around corners for fear he 
will be killed by some adversary; the other deliberately ravages 
all he meets for fear his opponents may rise up and kill him. 

This principle of fear as the motivating force behind existence 
and survival ean be carried down to, and applied to, the unicellular 
amoeba. It is not to be inferred that this fear is an element of a 
conscious world, springing from orderly thinking. Unfortunately, 
our language gives this word such a connotation. We admit we 
are helplessly confounded by mere symbolic representations of 
thought. Fear, as we try to picture it, is something that may be 
conscious and fully appreciated, but more often it is unconscious, 
an intangible, ever-driving, seething, restless, endless ‘‘x factor’’ 
always present in things capable of living as we know life. 

This same principle can be applied to every action, thought, word 
and emotional response in man, notwithstanding his topmost posi- 
tion in the animal world and his extra endowment of brain ea- 
pacity. This was brought home to me most poignantly in the 
recent war when we had the opportunity of observing fighting men 
geared and trained to kill and schooled to turn away from 
fright. What then, of the brave soldier? Certainly the man who 
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apparently faces death and destruction without obvious fear, the 
man who doggedly advances in the face of withering fire and under 
the scream and screech of diving planes with their certain death 
.. . these must be fearless men! In socially accepted terminology, 
they are. They deserve, and can be justifiably described by, all the 
laudatory adjectives we know, and which appear on their coveted 
decorations: dauntless, fearless, intrepid, gallant, ete. But some- 
where, deep, down, inside the unconscious of each hero les that 
relentless master, fear. The fear of being rendered lifeless ae- 
counts for the outward, socially accepiable, projected reaction of 
fearlessness. **It is either you or I!”’ 

1 recall a recent motion picture that exemplifies this idea admir- 
ably. An American submarine is pictured lying on the floor of the 
ocean outside the submarine net of Tokyo harbor. The men are 
tense, silent, and waiting. Faces are grim and set. Everyone has 
the tacit knowledge that chances of accomplishing the mission and 
surviving are one in a million. Not a sound is heard, not even a 
whisper. One officer, anxious and perspiring, on his first under- 
water mission, turns to the tight-lipped skipper and whispers, 
‘*T’ve got to confess it! I’m seared stiff!’’ The commandant turns 
to him and scornfully mutters, ** What the heck do you think the 
rest of us are?”’ 

There is another element to this fear-born stoical bravery. It is 
a fear of social denunciation. ‘‘I am afraid; but if I show or ad- 
mit it, I shall be condemned as a coward!’’ In time of war there 
is the added material possibility of being imprisoned or shot be- 
cause of cowardice. 

We all remember the newsreel shots of six and seven years ago 
showing the savage, strutting, swaggering, self-confident, appar- 
ently fearless faces of the so-called supermen. Their armor was 
undented by fear. With ruthless, primitive brutality, they tram- 
pled rough-shod over weaker peoples, leaving in their well-trained 
and scorched path, death, disease, destruction and rape. Here was 
a component of the animal world that was fright-free! Look at 
pictures of these very same men a few years later. Groveling in 
abject fear, trembling, eyes shifting furtively from side to side as 
though untold and unexpected death were anticipated! Gone is the 
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swagger and defiance! Stripped of its external, socially acceptable 
veneer, naked fear now stands in full view! 

Consider the valiant aviator who recklessly flies into imminent 
destruction on every mission, laughing defiantly at the thought of 
death! Can this man, the quintessence of pure bravery, be afraid? 
Certainly he is . . . whether he admits it or not, whether he recog- 
nizes it or not! Watch flyers during the briefing prior to the 
take-off. Grim faces, marblesque in their set features; the almost 
imperceptable twitch of lips; the endless lighting of cigarettes; the 
quick drag and the stamping out of a butt just lighted; increased 
pulses; short staccato breathing; shaking fingers. And what of the 
men who, after six, 12, 20 missions, suddenly burst into tears, at- 
tempt suicide, become deeply depressed, babble incoherently, trem- 
ble and wring hands in abject agitation? Or the carefree, laughing 
pilot on his return trip, mission successfully completed, who sud- 
denly sees his buddy in another plane suddenly attacked and plum- 
meting to earth in a mass of flames? Oh, these are cases of neu- 


roses! ‘*Combat fatigue,’’ : 


‘‘hattle exhaustion.’’ They will re- 
cover, All very true, but upon recovery they will not be permitted 
to fly. Yes, the diagnosis is also correct. But what is the one, uni- 
versally found and predominating feature of all these neuroses? 

Anxiety . . . scion of the House of Fear! 

The identical principle, i. e., that fear is the motivating force be- 
hind all activity, is equally applicable to any unrelated situation 
that springs to mind. The warm glow that suffuses through the 
veins of the charitable benefactor . . . a sensation of self-satisfac- 
tion that is truly a superstitional sensation in which the donor feels 
that his gift staves off from himself the destitution or plight of the 
donée, of which the donor has a dread! Sympathy, in eross-see- 
tional analysis, has less of the altruistic and more of the empa- 
thetic than we realize. The ringing, exultant, joyous laughter of 
the rider who dashes along the country road astride a swift mount! 
There is a cool breeze to fan his hot cheeks. It is a beautiful day 
and the sun rides high in the azure sky. It is good to be alive! 
Life is delightful! Away with cares and worries! Hence, the ut- 
ter gaiety. Though the result is reached in a negative manner, the 
happiness comes from the realization that, for the moment at least, 
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the fear of danger, adverse hazard, and disaster, appears ground- 
less. Nevertheless, it can be seen that while joy rules outwardly, 
the gloom of fear is ever present within, 

Endless examples present themselves to us, all outward results 
or concommitant expressions of fear that may be unconscious or 
conscious. The healthy man who feels happily satisfied after a 
huge meal has cloyed his appetite has allayed an unconscious fear 
of destruction as much as the patient who, six months after an ab- 
dominal operation, discovers to lis sheer ecstacy that he can once 
more enjoy a hearty meal—something which he consciously had 
feared he never would! Thus, it is my contention, whether born 
consciously or unconsciously, fear lies behind every living action 
24 hours in the day in each member of the animal world. 

All other emotional expressions . . . happiness, hate, love, desire 

. are either related to or motivated by fear. It ean be well said 
that every animal lives in utter dread of sudden or ultimate ex- 
tinction. 


Willard State Hospital 
Willard, N. Y. 




















MANAGEMENT OF PSYCHIATRIC PATIENTS IN THE COMBAT AREA 
BY COMDR. T. E. NEWELL, M. C., U. 8. N. R. 
INTRODUCTION 

Combat psychoneurosis cases present clinical findings which 
must be recognized if we are to establish such distinguishing fea- 
tures as will prevent them or if we are to facilitate proper treat- 
ment in the actual combat area. Observations on two of our earli- 
est campaigns in the Pacific may be of value in drawing conclusions 
concerning proper management of psychiatric cases in combat. It 
is hoped that a more intelligent understanding may be established 
among medical personnel, both hospital corpsmen and medical of- 
ficers, concerning prevention and treatment in this very important 
field. Theirs is the task of bringing to the attention of the line of- 
ficers their responsibilities in the proper conduct of these war neu- 
rosis cases. No greater challenge is presented to the medical de- 
partment of the navy than here. 

Just what is the positive idea of the nature of war psychoneuro- 
sis? This has been defined as failure in adaptation within the per- 
sonality. It is not necessarily the conflict between the individual’s 
adaptability and his environment. It is the feeling he has within 
himself. It is a state of mind resultant from improper or unsatis- 
factory management of ideas, resulting in disturbing mental con- 
flicts. There are many of these conflicts aside from the immediate 
environment which upset the individual, such as domestie worries, 
fear of exposure of latent and repressed sexual perversions, loss 
of loved ones, ete. One lad with a history of inadequate anti-luetic 
treatment before being sent from the United States suffered from 
‘*nervousness,’’ erying spells, melancholy and severe vomiting. 
After the first intravenous neoarsphenamine, he was relieved and 
proceeded with his work as first sergeant in his usual efficient man- 
ner. By far the most common difficulty was the conflict between 
the man’s sense of duty and his self-preservation instinct, that de- 
sire for a flight to safety. The mental conflicts caused by opposing 
forees within his reasoning bring a feeling of extreme insecur- 
ity, with the resulting anxiety. 

If this conflict is not resolved anxiety becomes intolerable, and 
sooner or later it overshadows the man’s whole being, and he be- 
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comes an individual without coordination of thought or action. He 
becomes a definite hindrance to the efficiency of his unit and may 
constitute a danger to the lives of those about him as well as to his 
own. It is natural as this subconscious conilict goes on that he will 
soon develop some escape mechanism whereby he can be taken out 
of the intolerable situation. This may be in the form of headache, 
backache, a course tremor, extreme fatigue, some auditory symp- 
tom, aphonia, blindness, paralysis or any illness that will give hin 
an honorable retreat. After this has developed he has less anxiety, 
and he appears more at ease, 

Neuroses develop, first, when there is a gain to be derived there- 
from, or second, when there is a fear of the consequences of some 
symptom such as insomnia or fatigue. In the battle area, the lat- 
ter factor was of lesser importance. The writer believes these 
benefits were hoped for subconsciously; and, although there may 
be other precipitants of a neurotic attack than a gain from illness, 
he does not think that such attacks appear when there is a strong 
disadvantage in having them. There are said to be few such at- 
tacks following accidents where there are no compensation bene- 
fits; and there are known to be but few of these cases among seri- 
ously wounded men or prisoners of war. 

Two comparable patients may have the same desire to be free 
from the hazards of battle. The wounded man develops no neuro- 
sis, beeause he realizes his injuries are such that he will not be able 
to return to battle, while the unwounded man gets a decided neuro- 
rosis when he becomes shaken over his battle experiences. The lat- 
ter patient has no other ‘‘alibi,’’ so subconsciously he develops neu- 
rosis ; and, in many cases such a man may not have had any severe 
experience. Of course a neurotic under the sway of his emotions 
has poor judgment; and his purpose in having illness may seem 
preposterous and his illness ridiculous. Hach individual is a case 
to himself, his heredity, his general make-up and his present phy- 
sical condition. We must work on the assumption that where there 
is little given there can be little required. But even here there are 
many exceptions which will serve to prove the rule. <A striking ex- 
ample is Case 2 of those to be discussed. 


The majority of psychiatrists believe that given sufficient emo- 
tional distress a neurosis may develop in anyone. I believe that 
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all of us have a threshold of endurance, mental as well as physical, 
beyond which we cannot go. We all know of this in civil life, many 
men and women could not stand the earliest reverses of the depres 
sion, became psychotic and even committed suicide, while others 
were not shaken, even after everything in life seemed to have been 
taken away from them forever. 


INFLUENCE OF Herepity AND Previous History 


The age-old axiom that to cultivate a good character, a good plhiy- 
sique, a good resistence to disease and a good mental stability, one 
must select good grandparents, is especially applicable to combat 
conditions. A man cannot be more than his heredity will permit 
any more than he can add one cubit to his stature or change the 
natural color of his eyes. Hdueation and training can benefit very 
poor stock but it cannot bring forth the best when there was not 
the best of materials to begin with. Many of these psychoneurotic 
cases were almost stereotyped; the mother had been neurotic, the 
father had had a ‘‘nervous breakdown,’’ was a chronie alcoholic, 
or was a “‘shell shock’? victim of the last war. A psychotic or psy- 
choneurotie family history is often the background of the case un- 
der consideration.' | The personal history is very significant be- 
cause most of these patients have definite neurotic pasts, histories 
of ‘*nervous’’ trouble, a ‘‘nervous breakdown”? or fainting spells.’ 
Some may have histories of tantrums, spoiled child *‘complexes’ 
or peculiar mental abnormalities conditioned by unhappy home en- 
vironments. The part played by a good home in turning out stable 
individuals cannot be too strongly emphasized. 


DIFFERENTIAL DIAGNOSIS 


To arrive at a definite conclusion concerning the evaluation of 
the psychoneurotie individual, one must keep in mind that there 
is much of the neurotic in the normal person and, conversely, much 
of the normal in the neurotic. Any one who says he is not ex- 
tremely frightened when bombs and shells are bursting about him 
is not telling the truth. But the man who was extremely nervous 
and lost all reason during these experiences, who cried out inco- 
herent and unreasonable orders and who used no judgment in the 
conduct of himself or those under his command could be easily de- 
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tected and dealt with. The man who was especially nervous was 
usually easy to differentiate from the malingerer by his conduct 
during raids and by the way he reacted between them. The man 
who could not be brought out of the fox hole after the ‘all clear’’ 
to resume his duties could, after observation and questioning, be 
evaluated without doubt. Those who seemed to be victims of a 
degree of melancholy and were seen for hours to be sitting near 
their fox holes ‘treading the dirt,’’ were definite candidates for 
interviews. After the terrifying experiences of bombing and shell- 
ing have passed, the normal man should be quiet in three or four 
minutes; his pulse should be back to normal; and he should have 
control of himself and his emotions. The neurotic may not be back 
to normal for hours or even days. 


PREVENTION AND TREATMENT 

Prevention measures often used with psychoneurotie cases in 
the combat areas were determined by the opinions and judgments 
of the individual doctors. Different methods were employed by 
the medical officers of the different regiments and battalions. The 
variety of opinions and attitudes toward these patients bespeaks 
the inadequacy of the methods used. One regimental surgeon was 
of the opinion the serious and sympathetie attitude was best. He 
seemed to have handled his patients well. He had noted that one 
of his battalion medical officers had used a harsh and unsympa- 
thetic attitude in his unit. The conclusion was that his method was 
not satisfactory, and measures were taken to correct it. 

A battalion medical officer reported that as soon as he saw a man 
who was getting nervous he immediately sent him out of the area 
and had him evacuated. His incidence of psychoneurosis may have 
been low but it is probable that the number of those men who were 
never able to fight again was many, while in other units where their 
patients were held for further study and were taught to over- 
come their difficulties there was found a high incidence of good 
fighters and stable individuals to fill many important posts in the 
fighting machine. This medical officer seriously feared that these 
neurotics would have a bad influence on the rest of the men and 
felt justified in removing them. It must be remembered that the 
sole purpose of a fighting unit is to win battles, and everything else 
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is purely incidental. If the greatest need is to take care of wounded 
men and there is no time for other things, nothing more can be 
required. 

Another regimental surgeon had developed a routine which con- 
sisted of four days of observation and treatment. The cases were 
segregated at the regimental sick bay. On the first day he placed 
the patients by themselves to rest and some received sedation as 
needed. They were told they were not good soldiers, and a mildly 
unsympathetic attitude was used. On the second day, they were told 
they were showing some improvement and were encouraged 
thereby. On the third day they were told they were greatly im- 
proved and they maybe could be used after all; and some work to 
do about the sick bay was given them. On the fourth day, they 
were told they were ready for duty and were assigned to work of a 
noncombatant nature and were left there permanently. It was 
thought best to keep newer patients among those who were show- 
ing marked improvement; thus by actual assurance and example 
they were shown that they could get well right where they were. 
This apparently gave good results. 

Some medical officers kept insisting they were not sympathetic 
with the idea of attempting to treat these cases at all. They be- 
lieved the best method was to treat these men as if they were ma- 
lingerers and that they should be sent back to duty with no consid- 
eration. If the patients continued to be of no value, they felt they 
should be sent to the field hospital for disposition immediately. 
This attitude fortunately was not general among medical officers of 
the division. It is the method that was used in the days of the Na- 
poleonic wars. We should have made greater advances in this field 
of medicine after the experiences of recent wars, but this attitude 
was primarily because of poor distribution of medical information 
on this subject. 

The consensus is that these men should be considered in a sym- 
pathetic way, and time should be taken to talk over their diffieul- 
ties after giving opportunity to tell what they feel and how the 
trouble had developed from the onset. A rough and inconsiderate 
attitude and an unkind word will add insult to injury, and the man 
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will withdraw into himself. If he is not already an introvert, he 
will soon be one, and the next time he will be heard from he will be 
irretrievably lost and hopeless. Here is a typical example. 


Case 1 


Case 1 is that of a pharmacist’s mate who was a very faithful 
man of about 21. He came to me one morning with, ‘* Doctor, | 
suspect it wouldn’t seem much to you but if you don’t mind, 17d 
like to talk to vou for a few minutes about my own troubles.’’ I as- 
sured him that I’d be very glad to have a chat with him, so we went 
away by ourselves. [lis was the usual story of the lad who feared 
that others would suspect his fears and reactions to fear. I had 
made the mistake of sending him off with a particular company to 
take care of sick call and emergencies. I made sick eall there in 
my daily itinerary and had not noticed any signs of nervousness in 
him. That particular company was very ‘‘jittery’’ and the com- 
manding officer was especially so, as were several of his junior of- 
ficers. Living with this apprehensive group proved to be the straw 
that was about to break this ecamel’s back. [ took time to explain 
his anxiety, that it was the result of the subconscious confliets in 
his mind, fear of suspicion, fear of impending death, and his sense 
of patriotic duty. Encouragement, pointing out the cheerful as- 
pects of our chances of survival and making it clear that our 
chances were better by everyone doing his best in a concerted ef- 
fort, were included in the picture. His reaction was good. He 
asked if he might return every few days for further talks and felt 
assured that such would make him feel he could hang on as long as 
anyone else. This man did very well and his problems were never 
insoluble as long as he was under my observation. 

ILospital corpsmen were very adept in early detection and han- 
dling of these cases. At sick call it was not unusual to hear, ‘‘ Doe- 
tor, this man has been jumpy and nervous now for some time. He 
thinks he can’t hang on much longer.’’ The corpsmen would give 
in detail all the present history of a man’s ‘‘nervous’’ com- 
plaints, shaking and trembling, fainting, numbness, tingling sen- 
sations of the extremities, ete. They could, from their experience 
and close association with the men, get a keen understanding of 


A 


their difficulties. They had watched the symptoms developing and 
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had been encouraging the men in building up their morale until 
finally they felt they must have the doctor’s help. This is the place 
for the real art of medicine to be at its best to hold the man to his 
truck, his gun, his plane, or to his kettle and his pots. 

The responsibility for proper handling at the final breakdown 
lies most often with the medical officer. The importance of early 
diagnosis is as great here as in any field of medicine. When 
aman is getting ‘*nervous,’’ he can be detected in many ways and 
his difficulties taken into consideration before the process has pro- 
gressed to a serious point. Of course, prophylaxis begins at the 
hoard which examines recruits; but one cannot expect men to re- 
veal those parts of their lives of which they are ashamed, nor can 
one bring out those hidden facts in such a short time as that al- 
lotted to this particular phase, especially when the candidate has 
his mind so full of other things which absorb his attention. The 
fact remains that we have many men who become psychoneurotic 
who should never have been permitted to enter the service at all. 
The following case is illustrative. 


Case 2 

Case 2 is that of a boy of 18. I first saw this patient in rest area. 
He was confined to the regimental ‘‘brig’’ for misdemeanors and 
was awaiting court-martial. The doctor noted his ‘*nervousness’ 
and suggested he was a case of neurosis. It was decided to send 
him to the base hospital for treatment and disposition. About a 
week later he was back in the *‘brig’’ on the regiment; and he had 
been confined to the hospital **brig’’ in the meantime. It was then 
agreed with his commanding officer that he should not be confined 
further and that he should not be court-martialed. I took him toa 
camp where I could make close observation; and he had regular 
duties and liberty, like the other men of the camp. His nervous- 
ness disappeared, he developed an appetite, his headaches and 
backaches were relieved completely. Up to this time, his physical 
condition had been of considerable concern, although there were no 
signs of organie disease. 

His history was significant, he had always been ‘‘nervous,’’ and 
his home life had been very unhappy, his father and mother had 
separated when he was a small child and he had lived with his 








P82 MANAGEMENT OF PSYCHIATRIC PATIENTS IN THE COMBAT AREA 


drunken father who was a ‘‘shell shock’? vietim of the last war. 
Ile had always been taught that his mother was a ‘bad woman,’’ 
and he had been farmed out for his keep much of the time. One 
older brother and a younger sister had lived happily with the 
mother. Ile had enlisted in the marines when he was about 17, and 
at training camp he had fainted in what he said was a fit. 

Ilis mother had written at that time to his commanding officer, 
stating that he was not fit for military duty, but this was not con- 
sidered seriously. The boy would not have anything to do with 
his mother at any time. Later, while in training in Samoa, he had 
had another fainting spell but was restored to duty. A few weeks 
later, he went to Guadalcanal where he remained for four months. 
Ile became ‘‘nervous’’ and shaky during the October shelling on 
the front line as a rifleman and machine-gunner. ‘*We were hit 
hard, | was digging in, we’d dig a fox-hole then have to move and 
dig another and another until I was getting awfully tired. Then 
all at once while digging | got awfully shaky, and | fainted.’’ He 
said further that he was taken to the sick bay and kept there all 
night. Next morning the doctor gave him some brandy and sent 
him back to the front line where he stayed for a week when, under 
similar circumstances, he fainted again. ‘l'his time he was held in 
the sick bay, was treated there for a couple of days and, when he 
‘felt good again,’’ was returned to duty. He said he felt reassured 
after he had seen the doctor who took time to talk to him and ex- 
plain his difficulties. This time he stayed with his outfit till it was 
relieved in January. 

This case is very significant, first because it shows what may 
happen when a man is not observed properly in his initial training 

and subsequently. Incidents occurred that should have been suf- 
ficient to prove this man’s unfitness for battle. Second, even with 
his inadequate constitutional make-up, this man was handled in 
such a way that he was able to give a good account of himself un- 
der the most critical circumstances. 


Patients emerging from a harrowing experience were urgent 
cases, for it is immediate care that has the greatest value. These 
men were often shocked, dazed, and confused; and it was necessary 
to let them alone for a few minutes if they were in safe places. 
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The picture was usually transient but it would often last for 15 
or 20 minutes, although the patients may not have been uncon- 
scious at any time. Later developments gave indication as to the 
care needed, It was often, as in civilian practice, the fact that the 
vreatest need was reassurance which called forth all the salesman- 
ship one could muster, 

The question as to which patients with neuroses should be evacu- 
ated from the battle area is of prime importance. Once an acute 
neurotic patient has been evacuated to a safe place, he becomes a 
chronie case and will never be able to fight again. It may be as- 
sued that any blast injury, in which there is actual brain dam 
age, should not be retained. Ilis place is with other battle injuries 
in a base hospital far removed. If the doctor is sure that there is 
no injury, he should assure the patient of the fact and send him 
back to duty as soon as possible; but a thorough examination 
should not be overlooked. Bomb or shell concussions may rupture 
the ear drum without injury to the brain of sufficient degree to in 
eapacitate a man. I have seen many of these patients who con- 
tinued their duty to the end of the campaign. 


Proposep Metruop or TREATMENT 

The emergent nature of treatment of these cases in the battle 
area makes it impossible for extensive psychoanalysis and back- 
ground study. <A speedy analysis of the case, taking into consider- 
ation the patient as a whole, both physical and mental, is impera- 
tive. A man who is undernournished, ill and emaciated by pro- 
longed exhaustion or recurrent malaria should be carefully evalu- 
ated. A man with a high fever or severe exhaustion may be over- 
looked and improperly considered a mental case. After rest and 
treatment, he may be found to be normal. 

A routine of four days of observation and treatment should be 
established on each unit, although many patients may require less 
time to be restored to duty. Personal and family history can be ob- 
tained and the present illness studied for proper evaluation. It is 
often easy to decide the prognosis possibilities even at the first 
interview. A questionnaire often facilitates thorough case study 
and should include special attention to introvert types, past school 
and social life, mental state, fits and fainting spe He, previous ill 
nesses and their possible depressing effects. 
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These patients should be segregated during the first 24 to 48 
hours where they can get as much rest and sleep as possible and 
sedatives can be used as needed. Care must be used in this be- 
cause a patient should not have sedatives to the point where he 
will not respond to danger signals and be able to get to safety when 
necessary. ‘They should be placed if possible among others who 
are showing good improvement. They should be praised for any 
progress noted; and it may be remembered that these are the most 
susceptible to suggestion of all hospital cases. This may be the 
principal reason that they originally became neurotic. As soon 
as they are able to be at any work, they should be put to some 
duties about the sick bay. They should be kept busy at something 
throughout the day, unless there are definite contraindications. 
They should be encouraged to occupy their minds by doing things 
that will take their thought off the war if at all possible. Only a 
few of these patients in our experience, at or near the front, needed 
to re-live their battle experiences for therapeutic purposes. These 
patients should be seen every day and they should be shown that 
their progress is due to rest and to their own intelligent coopera- 
tion in their efforts to control their thinking and emotions. Some 
of these men will hold on to their symptoms and will not improve 
to 
survey from the service, or transfer to labor battalions, or to other 
duties—is the problem for the psychiatrists of the base hospitals 
and is not in the scope of our responsibility in combat. 


until they are removed to safety. The disposal of these cases 





When the patient is sent back to duty he should be assured that 
the doctor and his superior officers have every confidence in his 
ability to carry on his work in a creditable manner. Suggestion is 
the factor which contributed largely to his fall; suggestion is the 
factor which will be a great aid in his cure; and suggestion will 
aid him in the future. 


Return to duty, whether at his regular duty or at some noncom- 
bat work should depend on the judgment of the medical officer in 
charge. Many of these men may not be able to return to the front 
line but in many instances they will give very good service in other 
places. Some outstanding examples of this type of placement of 
individuals are on record in our division. 
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At the end of four days, patients who have not improved suffi- 
ciently to resume duties should be sent to the field hospital for fur- 
ther study if it is at all possible. These cases should be held for a 
few days longer to give every opportunity to recover before evacu- 
ation, but winning a battle is more inportant than the welfare of 
an individual or a small group of men with questionable fighting 
abilities. 

The following criteria in order of importance may be used in 
determining what patients may be returned to duty: 1. Degree of 
present neurosis and severity of precipitating factors. 2. Re- 
sponse to treatment, rest, suggestion, occupational therapy. 3. 
Personal history, school and social life, previous illness, ete. 4. 
Family history. At the end of the four-day treatment, if any two 
of these criteria are in a man’s favor, he should have a good prog- 
nosis, especially if they are factors one and two or one and three. 
Family history is important; but here it is best considered as con- 
tributing well to the other factors in completing the picture. 

In deciding a patient’s incapacity for further combat service the 
same standards are considered. If criteria one and two are not 
satisfactory the outlook is poor; or if two alone is not good, this 
lessens reason for optimism. When these factors have been re- 


viewed, the picture is quite clear; a man who makes a poor re- 


sponse to treatment and who has other questionable factors is 
usually not difficult to decide upon. 

During the first World War, the prognosis as regards return to 
duty bore a close relationship to the place of treatment and to the 
nature of the disorder ({actor two). The number of those returned 
to duty was in inverse proportion to the distance they were treated 
from the firing line. Less than 2 per cent of cases treated in Ger- 
man base hospitals ever returned to the front lines. Authorities 
were agreed that when men were treated in the battle areas they 
had much better chances of recovery than if they were evacuated 
and treated later. If they could be shown that they could conquer 
their anxiety states or fear states right on the spot, they would be 
more amenable to treatment than if they went back to a base hos- 
pital, far removed from the etiological environment. 


APRIL—1946—H 
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Minitary ASPECTS 


The importance of confidence of men in their equipment, their 
field training and their leadership cannot be overestimated, and 
the part played by the commanding officer is especially unportant. 
If he is a fox-hole addict, a whining weakling or a rumor monger, 
these characteristics will be reflected throughout his whole coim- 
pany. One company observed is a good example. The command- 
ing officer was a typical psychoneurotic, and his junior officers had 
to assume much of his duties. [lis men were extremely nervous 
and apprehensive and whimpered during stressful moments. The 
general atmosphere was not a healthy one from the morale stand- 
point. The list of ineffectives from all causes in this company was 
much longer than in a very similar company located in the same 
bivouac, with the same duties, hazards and general living condi- 
tions, but with a commanding officer of the opposite type, full of 
fun and enthusiasm and a real leader of his men. His company 
thought he was the very best captain in the marines and the men 
were very proud of their outfit. 

Line officers have often shown a very keen interest in the treat- 
ment and disposal of neurotic cases. They have personal interest 
in their men, as individuals and collectively. If neurosis is likely 
to spread to other men, they want preventive measures instituted. 
lIlowever, among younger officers, there is often a lack of under- 
standing; and they are likely to consider these men as malingerers 
or to disregard them altogether. 

The following patient is a striking example of mistakes and mis- 
understanding. 


Case 3 

Case 3 was that of a second lieutenant, aged 22. I first saw this 
man in a rest camp area where he had just been released from re- 
striction while awaiting court-martial. It had been decided to 
waive the court-martial after a diagnosis of psychoneurosis had 
been made at the hospital. The history of this case is especially 
pertinent because it is an example of the mistakes of the medical 
department as well as those of the line officers. The onset took 
place soon after the landing on Guadaleanal when this officer was 
on a hazardous detail with his platoon. They were to have made 
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a landing from small boats on the beach behind the Jap positions; 
but when they approached the shore, they ran directly into the 
enemy gunners. At the most tense moment, the heutenant fainted 
and had to be earried back to the Guadalcanal field hospital. The 
physicians described him as very ‘‘nervous’’ and tremulous, unable 
to sleep or rest. During air raids, hie would enter a slit trench and 
there he would he shaking long after the raids were over. A few 
days later, he was evacuated to a base hospital which was well re- 
moved from the Solomon Islands. ‘There he was described as being 
‘*too nervous to light a cigarette for two weeks’’ and as extremely 
tremulous constantly. He slept poorly and had ‘**bad dreams’’ of 
the war. 

This officer was then evacuated to a base hospital in New Zea- 
land where in due time he inproved greatly and even requested to 
be returned to Guadalcanal, for he believed if he had another op- 
portunity he could prove to himself and his fellow-officers that he 
‘*eould take it.’’ He said the doctors had agreed he could return 
but not until after a few weeks of noncombat duty. However, he 
was sent back immediately and was not well received by his for- 
mer companions. After a short time, he went into a tantrum as 
a result of unpleasant remarks made by some fellow-officers ; and 
he said he could not remember what had happened then. It was nee- 
essary to restrain him forcibly and to disarm him. He felt very 
depressed about these experiences and felt that he had tried to do 
his duty and had returned to the battle area at his own request. 
Restrictions and his being held for court-martial made him worse. 

The personal and family histories of this young man are signifi- 
cant; his mother was neurotic; his father and mother quarreled 
constantly. He could remember nothing in his home life but un- 
happy ineidents and daily fights between his parents. His mother 
would often faint during tantrums. The son became shy in the 
presence of others and disliked meeting people. After finishing 
high school, he decided to overcome his difficulties by enlisting in 
the marines where he thought the military life would improve him. 
His good record of two years as an enlisted man is evidence that 
he succeeded in this; and he was recommended for officers’ school. 
He was successful as an officer until the incident on Guadaleanal. 

Investigation, however, revealed that he was greatly disliked by 
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his fellows and that he did not know how to get along with others. 
Ile was very inconsiderate of those about him and could not make 
friends. Hospital records show that he was quite normal physi- 
cally, and he appeared to be a healthy young man. He was friendly 
when I approached him, and he listened eagerly when he found | 
was interested in him. Asked if he had ever gone up to a stranger, 
introduced himself and asked to become acquainted, his answer 
was, ‘No sir, | don’t think I could ever do that!’’ But he said he 
would try, and in the brief time I had him under observation he 
was making an honest effort. Ile said he would follow out instrue- 
tions and that maybe some day they would give him another op- 
portunity. 

This man is an example of a complete ‘‘crack up’’ case who had 
been evacuated to a place far removed from the battle area—al- 
though this may have been absolutely imperative. He was later 
improved and sent back to the battle area without fair considera- 
tion or adequate preparation. He should never have been sent 
into the war zone in the first place, although it is doubtful if this 
could have been foreseen. Ilis companions could not have been 
blamed for feeling antagonistic toward him; but they should have 
been able to recognize such signs as he exhibited as being typical 
of neurosis. Had they known, they could have given encourage- 
ment instead of making life unbearable for him. Unsympathetie 
and unintelligent comrades brought on the final episode that re- 
sulted in a broken-down individual who will require much psycho- 
therapy if there is ever to be hope of making him efficient in any 
occupation, 

Sometimes it was necessary in the service to switeh men from 
their jobs to others in which they could be more contented and effi- 
cient. Often a man could be induced to take up a hobby in his 
spare moments such as wood carving, sketching, map drawing or 
letter writing, to take his mind off the daily routine of events. 
Group singing would have been a good deterrent; but, in the battle 
area, groups of more than six or eight were not permitted. Often, 
objection to singing came from men and officers who feared they 
might not hear the next air raid alarm when singing was in prog- 
ress. This complaint came especially from those who were in- 
clined to be neurotie. 
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PsyCHOSOMATIC DISEASE 

In the field, the relation of functional disease to actual organic 
disease is striking. The term psychosomatic disease refers to bod- 
ily illness brought on by emotional disturbances. The imbalance 
of the autonomie nervous system brought on by these anxiety 
states results in organic disorders that are of prime importance, 
and there is much in the literature concerning this fact.*.*° Llow 
functional illness can and does pass over into organie disease has 
been often described.” "*° It was very interesting in the battle 
area to note the many instances of such phenomena. I went into 
the division field hospital on Guadalcanal in October, 1942, and 
observed the number of patients in a medical ward who had ail 
sorts of complaints such as stomach ulcers, dyspepsia, dysentery, 
heart pain, palpitation, dyspnea, headaches, backaches and many 
others which were revealed on further investigation to be of fune- 
tional origin. 

Getting into the histories of these cases revealed that a large 
majority had had similar experiences and complaints in civil life 
during periods when they were under some emotional strain of 
business, school or domestic life. In view of these facts, it can 
readily be seen that under conditions such as are found in the field, 
with a rapid turnover of patients, limited time to work up cases 
and limited equipment and diagnostic materials, any estimate as 
to the number of psychosomatic cases actually present would be 
necessarily inaccurate. 

It was estimated that, at least on one occasion among ward pa- 
tients, not including surgical or malaria cases, there were about 50 
per cent suffering from functional ailments. 

Figure 1 shows the number of cases of psychoneurosis evacu- 
ated in one infantry regiment during the Guadaleanal campaign. 
From the initial three weeks on, the incidence of neurosis fluctu- 
ated but little. The high incidence of evacuation is related closely 
to the hazards encountered; and the neurosis percentage does not 
follow in proportion. It is significant to note that, in this regi- 
ment, 37 psychoneurotie patients were evacuated to the field hos- 
pital and that 13 were returned to duty and were later very de- 
pendable men. Their doctor successfully treated most of his neu- 
roties while with the regiment. 
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Figure 1. The Fifth Marines (Infantry) 

Figures at top represent total number of casual- Sakis 
ties evacuated from regiment to field hospital. }t++}—1_+ 
--Total evacuations from the island, all cases. [ 

Total psychoneurosis cases evacuated. 


| 

Approximate dates of major battles: Aug. 7 to a 
10; Sept. 10 to 16; Sept. 26 to 28: Oct. 7 to 10: 
Oct. 31 to Nov. 5. | 
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Figure 2 relates to an artillery regiment which was, for the most 
part, located in a very hazardous position near the bomber strip 
where there were heavy bombings and artillery shelling. Total 
evacuations were not great, but the percentage of neurosis was 
higher than in the infantry regiment. This regiment had, as did 
the infantry regiment, good medical care from the psychiatric 
standpoint. 
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Figure 2. Eleventh regiment (artillery) 
Total evacuations from the island, all cases - - - - - 
Total psychoneurosis cases evacuated ———————— 
Approximate dates of major engagements: Sept. 9, bombing; Sept. 15, Raiders Ridge 
battle; Sept. 30, bombing; Oct. 14, naval shelling; Oct. 30, bombing; Nov. 14, artillery 


battle and bombing; 
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Noy. 30, artillery battle and bombing. 
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Figure 3. Service troops. 
Total evacuations from the island, all cases - - - - - 
Total psychoncurosis cases evacuated ————————— 
Approximate dates of major engagements: Sept. 9, bombing and shelling; Sept. 30, 
bombing; Oct. 14, naval shelling and bombing; Oct. 30, bombing; Nov. 14, bombing; 


Noy. 30, bombing. 
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Figure 3 concerns a small group, 425 men, of machinists, gun re- 
pairmen, and motor transport. They were in a very hazardous po- 
sition near the bomber strip and had no opportunity to ‘*‘ fight 
back.’’? Much of their work was very exacting, and the tenseness 
of it is reflected in the high incidence of psychoneurosis. Although 
this is a small group and adequate conclusions cannot be made 
from such small numbers, it may be considered that this sort of 
work makes an unusual strain on the nervous system. 

Table 1 illustrates the relation of battle hazards to the incidence 
of psychoneurosis and the relation of total evacuations to those of 
psychoneurosis. All units of the division are not represented, but 
conclusions can be drawn in regard to types of combat units and 
their responses to the hazards of war. 

TABLE 1. THE RELATION OF BATTLE HAZARDS TO THE INCIDENCE OF PSYCHONEUROSIS 


AND OF PSYCHONEUROTIC EVACUATIONS TO TOTAL EVACUATIONS 





Percentage 


Total of psycho- Percentage 
psycho- neurotie of psycho- 
neurotic casualties neurotics 

Total Total —casual- to total to total 
complements casualties ties complements casualties 
First Regt.—Infantry ...... 3143 325 40 1.27 12.3 
Fifth Regt.—Infantry ...... 2493 527 39 1.5 7.4 
Seventh Regt.—Infantry .... 2950 543 39 1.3 7.1 
Eleventh Regt.—Artilley .... 2531 169 36 1.42 21.3 
First Bn., 17th Regt.—Engineers 694 89 9 1.29 10.1 
Second Bn. 17th Regt.—Pioneers 676 30 4 6 13.3 
Amphibjous Tractors ....... 450 47 6 1.33 12.8 


GOPVIOR SPOOR 65.06 6 08.0:4:00:02:2 425 48 11 2.59 22.9 











A rough comparison can be drawn between the campaign on 
Guadaleanal and the subsequent one on Cape Gloucester. There 
was not much difference in the incidence of psychoneurosis but the 
management of the Cape Gloucester cases was better. There was 
a better understanding among medical and line oflicers concerning 
the etiology of this malady. In the former campaign, the men’s 
constant uncertainty as to the outcome was dominant, while in the 
latter, the men as a group never doubted the final outcome. Sup- 
plies of ammunition, fuel and food were never critical at Cape 
(iloucester, and air and sea superiority were never in doubt. Other 
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features, such as general health and sanitary measures, and ma- 
laria control, were greatly improved. It was found that many men 
who failed to carry on because of psychiatric reasons were men 
who had had severe experiences on the previous campaign. They 
seemed to have reached, psychiatrically, their threshold of toler- 
ance to war. The age incidence in these cases did not seem to be 
an important factor. he individual’s personal and family his- 
tories were all-important. The fact that incidence in type and va- 
riety of these cases is comparable in the two campaigns may be a 
reflection of similarity of background. The men in both were all 
volunteers and, for the most part, regulars who had long and ade- 
quate training in this type of warfare. Their adjustment to a regi- 
mented type of life was relatively good; and I feel that their leader- 
ship, with few exceptions, was excellent. 


PsycHongeurosis DreveLopinc IN Rest AREA 

Psychoneurosis developed in some who apparently had no signs 
of any nervous disorder until they were far from the battle areas. 
Some who had lesser nervous manifestations in the battle areas de- 
veloped psychotic changes and psychosomatic disorders later. It 
is possible that many of these men had had repressed emotional 
disturbances which had been successfully kept under control, only 
to come forth finally. An officer developed neurasthenia with the 
usual cardiac symptoms after two and a half months and was un- 
able to carry on his work. A youth had developed, out of a clear 
sky, into a kleptomaniac; but further investigation revealed he had 
had difficulties adjusting himself to an ‘‘impossible’’ occupation 
which his father had insisted that he follow. He also confessed he 
had had some tendencies toward homosexuality before enlistment. 

A young man with an outstanding record of heroism was re- 
ferred to me by his regimental chaplain. He was developing a neu- 
rosis, precipitated by a fear that he would yield to a repressed 
homosexuality in which he had had but one overt experience many 
years ago. Another young man had had two court-martials for 
being AWOL. These offenses had occurred after he had had news 
of an unfaithful wife and had received news of the death in ac- 
tion of a brother. Another, a young lieutenant, had decided he’d 
had enough after two campaigns, and his young wife had con- 
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curred in the idea that desertion was the answer. The conflict in 
his mind as to the final decision was having a bad effect on his 
mental state. 

Migure 4 represents the evacuation to the United States in the 
rest area from January to July, 1943. The number of these cases 
might have been greatly lessened if facilities had been available to 
keep minds oceupied. The high ineidence of malaria and physical 
exhaustion made it difficult to give much attention to the problein 
of occupational therapy. Men in eamps and hospitals had too 
much time to reflect upon their past experiences and to think about 
themselves, 
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Figure 4. Classifications of total evacuations by numbers and percentages. 
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SUMMARY 


A definition of war psychoneurosis has been given. The mental 
conflicts have been discussed, and an effort has been made to show 
how war experiences so affect the individual as to cause him to de- 
velop an anxiety state. This anxiety state makes the man a hazard 
to himself and to those about him, and he is a hindrance to the ef- 
ficiency of his unit. 

The family and personal histories have been shown to be very im- 
portant in making it possible to anticipate the conduct of the indi- 
vidual under fire. The home life, school and social life are indica- 
tions of the stability of the individual. 
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The problem of differentiating psychoneurotic cases from ma 
lingering is not a difficult one, if careful studies can be made, This 
fact and many other factors in the conduct of these cases require 
the closest observation on the part of the medical officer. 

it is pointed out that the military aspects of psychoneurosis are 
of prime importance. The proper selection of good company com 
manders and their intelligent cooperation with medical officers in 
proper handling of these ‘‘nervous’’ cases cannot be over- 
emphasized. 

Medical officers should have a better understanding of the prob- 
lem of psychoneurosis and should realize the importance of early 
diagnosis and treatment in the battle area. These patients should 
be treated if possible in the immediate area and not be sent far 
away from the etiological environment for delayed hospitalization 
and treatinent. In the recent past, much valuable information was 
being made available to medieal oflicers, which is a great advance- 
ment in this field of medicine. The psychosomatic manifestations 
of the anxiety state make it imperative that the doctor recognize 
their importance so that these patients may have proper care in 
the fighting areas. 


CONCLUSION 
The purpose of this article is to draw a clear picture of how fight 
ing men who developed psychoneuroses have reacted to war haz- 
ards, of what was done to relieve them, and of what seems to be 
the best treatment for the future. 


U.S. Naval Hospital 
Fort Eustis, Va. 
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PSYCHOPATHOLOGY OF COMPULSIVE SMOKING 


BY EDMUND BERGLER, M. D. 


Limited smoking (10 to 15 cigarettes or four to five cigars a day) 
is considered in our culture—rightly or wrongly—as normal, and 
millions of persons live in accordance with this empirical rule. 

The problem of smoking becomes clinically important on the fol- 
lowing conditions: (1) when the quantity of cigarettes or cigars 
consumed is exorbitant; (2) when smoking becomes a compulsion ; 
(3) when craving for even limited smoking cannot be fulfilled, be- 
cause other medical indications ask, **Stop smoking.”’ 

The medical problem concerning the harmlessness or danger of 
nicotine is not fully clarified. The latest investigations even deny 
that tobacco itself is the dangerous agent, blaming the protein of 
tobacco as the malefactor. ‘lo quote from the authoritative text- 
book of Boyd? 

A form of special interest is hypersensitiveness to the protein of tobacco. 
This is not due to the action of nicotine, as can be shown in tests carried out 
with denicotinized tobacco. Tobaeco smoking has long been thought to be 
a possible etiological agent in the production of thromboangiitis obliterans 
or Buerger’s disease. Sulzberger has pointed out that patients with this 
condition give positive skin reactions to a denicotinized extract of tobacco 
in a much higher percentage than normal persons. In 78 per cent of cases 
of Buerger’s disease a positive reaction was obtained, compared with 36 per 
cent of positives in smokers without Buerger’s disease. That the reaction 
is not entirely specific was shown by the fact that in 16 per cent of non- 
smokers it was also positive. In addition to the acute and transitory reac- 
tion of protein hypersensitiveness there may be chronie reactions and per- 
manent tissue change. In the skin the vessels are the chief shock organs, as 
shown by angioneurotic edema, purpuras, ete. It may well be that the 
deeper vessels are also affected, and are the seat of the necrotic reactions 
and thrombosis such as characterize thrombo-angiitis obliterans. (p. 179) 

In another passage we read: 

The cause (of Buerger’s disease) is unknown, but is usually considered 
to be bacterial in nature. Non-hemolytic streptococci have been found in 
the blood, and infection of these bacteria into sites adjacent to the femoral 
vessels has reproduced the disease in rabbits; a similar result is obtained 
by embedding segments of diseased human arteries alongside the femoral 
vessels (Horton and Dorsey). A surgeon who pricked his finger with a 
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spicule of bone when amputating the leg in a case of Buerger’s disease sub- 
sequently developed characteristic lesions in the digital arteries of the 
injured hand. The excessive use of tobacco, especially cigarettes, has long 
been added by elinical observers to such factors as sex, race and age. The 
recent work of Sulzberger supports this idea. As a result of observations 
with the patch skin test he came to the conclusion that a large majority of 
patients suffering from this disease were hypersensitive to tobacco protein, 
although not to nicotine itself. Of healthy non-smokers 16 per cent were 
found to be allergie to denicotinized tobacco extract, of healthy smokers 36 
per cent were allergic, and of patients with Buerger’s disease as many as 
78 per cent were allergie. Allergic reactions may produce necrosis (as in 
tuberculosis), and this may lead to aseptie inflammation. It is probable 
that more than one exciting factor may be capable of producing the lesion 
in those who by race, sex and possibly heredity have predisposed vascular 
tissues. (p. 434) 

The pharmacodynamic factor—as is typical for all addictions— 
is combined with an unconscious psychologic problem. The com- 
bination of both—and only the combination of both—can clarify 
the issue. The present paper is a contribution to the psychologic 
superstructure without the slightest intention of minimizing the 
importance of the pharmacodynamic factor. Only a combination 
of both approaches can solve the problem. It is understood, how- 
ever, that the psychiatrist can contribute to only one part of the 
investigation: the psychologie aspect. 

Clinical psychiatrie-psychoanalytie experience has confronted 
me with a series of cases in which smoking was quantitatively in- 
creased and was, at the same time, a compulsion. Let us start with 
clinical examples analyzed with Freudian psychoanalysis. 


Case 1 

Mr. A., a suecessful chemieal engineer, was from the age of 25 
to 40 a compulsive and incessant smoker (40 to 60 cigarettes a 
day). Ile acquired a leucoplakia of the tongue and suspected can- 
cer. A famous cancer specialist diagnosed leucoplakia and ordered 
discontinuation of smoking, Thereupon Mr. A.—‘‘ seared to death’’ 
—stopped smoking, seemingly without too great difficulties, for 
five years. Only recently—parallel with a severe psychic conflict 
starting in the middle of the 40’s—did he take up smoking once 
more. Ile described his ‘‘eraving for a cigarette’’ as follows: 
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‘*H\very time I am nervous, discontented or jumpy, | light a cigar- 
ette. It is like a reflex.’’ Asked whether the cigarette alleviated his 
‘*nervousness,’’ he stated: ‘*Temporarily, yes. After a few min- 
utes, however, the same story repeats itself.’? ‘*What are you 
jumpy about?’’ He could not answer that question precisely. Ile 
said that his financial success did not make him happy. Being a 
‘*horn bachelor,’’? he never married and has been having a series 
of transitory ‘‘affairs.’’? His latest girl friend made his life miser- 
able. ‘*‘How?’’ ‘** Well, that is difficult to say. She makes me un- 
happy by being unreliable. Sometimes she provokes my jealousy ; 
sometimes she even makes fun of me.’’ ‘These vague answers were 
typical of the man. 

After a while the following transpired: Ilis present girl friend 
originally wanted him to marry her, but, seeing the ‘* hopelessness ’”’ 
of the situation, married somebody else without giving up the rela- 
tion with Mr. A. In other words, she imitated Mr, A.’s behavior, 
since he, too, played off one woman against another, having at the 
same time relations with two women and not coneealing this fact 
from ‘‘number 2.’’ In the ease of Ruth, the latest girl friend, how- 
ever, the story boomeranged against Mr. A, Every time she prom- 
ised to call up without doing so, or doing so only after a few days, 
A. kept brooding over the injustice done to him. ‘*How can she 
be so mean to me?”’? During these complaints, he smoked inces- 
santly. Even in analysis, it took a good deal of time to convince 
him that his relation to Ruth was more complicated than a *‘sim- 
ple affair,’’ as he claimed. 

It was obvious that the patient misused the whole relationship 
for the repetition of something irrational and deeply repressed. 
This could be proved to Mr. A. only after his ‘‘logice’’ was dis- 
counted as faulty. He said that all he wanted from Ruth was 
‘*neace, quiet, and a pleasant companion in bed.’’ What he got 
was : constant irritation, self-created jealousy and a severe potency 
disturbance. On the one hand, Mr. A. asserted that he was glad 
Ruth had married ‘‘an harmless nobody,’’ thus freeing him of her 
marital demands; on the other hand, every remark of Ruth to the 
effect that the marriage ‘*though banal seemed to work out along 
conventional lines’’ infuriated and depressed him. Asked how he 
could be jealous although he was not interested in Ruth, he replied, 
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‘*Iverybody wants to be loved.’’ This rationalization satisfied 
him, even to the extent that he discarded his potency disturbance 
with Ruth. ‘‘l just want to show her that I am better than her 
husband,’’ was his irrational conclusion. ‘To the question of how 
he could win this a priort senseless sexual competition since he had 
a potency disturbance, he answered, ** That’s exactly the trouble.’’ 
When asked for an explanation as to what he needed two girl 
friends for, since he had potency troubles especially with Ruth, 
Mr. A. replied evasively. Cornered, forced to realize that his 
story ‘‘that all he wanted from Ruth was ‘a convenient companion 
in bed,’ ’? was bunk, Mr, A. admitted: ‘‘If I behaved rationally | 
wouldn’t have consulted you.’’ 

What was Mr. A. really acting out under the pressure of uncon- 
scious forces? le was a specific—orally regressed—neurotie. 
Such people act—without knowing it—the following triad: (1) ‘‘] 
shall repeat the masochistic wish of being deprived by my mother,* 
by creating situations in which some substitute for my mother- 
image shall refuse my wishes.’’ (2) ‘**I shall not be conscious of 
my wish to be refused and of my initial provocation of refusal, and 
shall see only that I am justified in righteous indigation and ag- 
gression because of the refusal.’’ (3) ‘* Afterward, I shall pity 
myself because such an injustice ‘can happen only to me,’ and shall 
enjoy once more psychic masochistic pleasure. ”’ 

This triad which the writer has repeatedly described** as the 
‘*mechanism of orality’’ induces the ego-strengthening mirage of 
aggression, While in unconscious reality the wish to be refused, de- 
prived and mistreated, is foremost. Under the disguise of pseudo- 
aggression the oral neurotic enjoys unconsciously masochistic self- 
pity and the pleasure of being refused. 

One might object: What type of people are these? What rea- 
sonable person will repeat an alleged disappointment stemming 
from early childhood to the point of self-destruction or, at least, 
self-damage? If a child is refused candy, for instance, he may buy 
as much candy as he likes when grown up. Why, as an adult, 
should he himself repeat unknowingly the situation of the child be- 
ing refused candy? From the viewpoint of logie the reaction of 

“Clinical experience proves that the pre-Oedipal and not the Oedipal mother is re- 
ferred to in these deeply regressed neurotics. 
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these neurotics is incomprehensible. Unfortunately, the uncon- 
scious part of the personality is not in the least governed by logie. 
Seemingly, the repressed wish to **show up’’ the mother as a re- 
fuser is of greater importance to these sick people than the wish 
to get. heir psychology is that of the boy who cries: ‘tlt serves 
my mother right that Z’ve frozen my fingers; why didn’t she buy 
me gloves?”’ 

Let us apply this triad to Mr. A. What he unconsciously really 
wanted from Ruth in repetition of his childhood-confliet—was not 
love, companionship, a quiet life, and what not, but one thing only: 
disappointment and refusal, to be enjoyed masochistically. The 
deepest psychic-masochistic wish was: | want to be disappointed. 
Ile himself was the engineer of his defeats: Knowing that Ruth 
was ‘*unreliable,’’ he still asked her constantly to call up at specific 
times. She never did; it was a sure bet that a call promised for 
Monday, 5 p. m., would come through, if at all, not before Wednes- 
day evening. ‘The interim between Monday afternoon and Wed- 
nesday evening, Mr. A. spent in *‘depression and fury.’’ The 
‘*depression’’ was the covering cloak for his psychie masochism, 
self-provoked, to be sure (Layer 1). The ‘‘fury’’ corresponded to 
a pseudo-aggressive defense mechanisim—the alibi presentea to 
his inner conscience, denying his iver masochistic enjoyment 
(Layer 2). The end effect was conscious self-pity—*This can 
happen only to me’’—without understanding though, that this self- 
pity was once more masochistically enjoyed (Layer 3). 

Laver 2 (pseudo-aggression) was responsible for two other pe- 
culiarities in the case of Mr. A.: playing off one girl against the 
other and his potency disturbance.’ In both he was seemingly ag- 
eressive against the two girls (refusal of love and sexual pleas- 
ure). Ina round-about way the psychie masochism enters the pic- 
ture, since the troubles he had in having two relations and the hu- 
miliation of being ‘‘unmanly’’? were more than consciously dis- 
agreeable, which means in this neurotic mechanism, unconsciously 
pleasurable. 

Where does compulsive smoking come in here? It is a part of 
Layer 2: an alibi presented to his inner conscience, His ‘‘hell 
within,’’ as Milton prophetically called the inner part of conscience 
(super-ego) constantly objected to the psychic masochism, the 
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basis of the whole neurotic mechanism described. As an inner de- 
fense and alibi—to disprove the accusation that he wanted to be 
refused—Mr. A. substituted the wish to get. Therefore, he reached 
for a cigarette! 

Let us not forget that getting something orally is the first great 
libidinous experience in life: breast, milk-bottle, pacifier, food. The 
smoker reassures himself by getting something into his mouth, too. 
”? which, with 
popular connotations, means situations of refusal or uncertainty. 
The compulsive smoker tries the same technique but achieves it 
only by the circuituous way of an inner defense mechanism. 

This psychologic basis of smoking does not disprove the well- 
known fact that nicotine may be the basis of an addiction. The 
psychie superstructure is present in addictions, too, without con- 
tradicting the pharmacodynamic substructure. Substructure and 
superstructure are interrelated. 


Therefore, smoking ‘‘helps’’ against *‘nervousness, 


Case 2 

Mr. B. was a pathologie gambler. Without going into details of 
pathologie gambling,’ I shall briefly enumerate the results of pre- 
vious investigations. 

A gambler is a neurotic characterized descriptively by the fol- 
low six symptoms and signs: 1. The gambler habitually takes 
chances. 2. The game precludes all other interests. 3. The gam- 
bler is full of optimism and never learns from defeat. 4. The gam- 
bler never stops when winning, 5. Despite initial caution, the gam- 
bler eventually risks relatively too large sums. 6. ‘‘Pleasurable- 
painful tension’’ (thrill) is experienced between the time of betting 
and the outcome of the game. 

The best approach to the unconscious, therefore genetic, problem 
of the gambler’s psychology is to be found in his astonishing, logi- 
cally-senseless conviction that he will win. <A literary example of 
this is provided by a passage from the diary of a victim of her hus- 
band’s gambling, Mrs. Dostojevsky : 

‘‘Fedja (F. M. Dostojevsky) took eighty gulden, gambled and lost. Te 
took once more the same sum and lost . . . He fetched the last forty gulden 
and promised me unconditionally that he would bring home my earrings 
and my ring which he pawned for 170 franes. He said that in a tone of 
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complete conviction, as if it depended only on him whether or not be would 
win. Of course, that conviction did not help him and he lost that sum 
also.’’ (August 22, 1867) 

When we ask ourselves whether we could recall an example of 
such conviction on the part of an average person in real life, we 
have difiiculty, since such a phenomenon is to be seen only among 
pathologic fanatics. We have to go back to the fiction of omnipo- 
tence of the child. The child lives for a long time in a sort of 
megalomania (as Freud and Ferenezi have shown), knowing only 
one yardstick, his over-inflated eLO. Ilis ilisconception of reality 
is fostered by the conduct of adults, who attempt automatically to 
fulfill his every wish concerning nourishment, sleep and attention. 
The child misconceives causality and sees in these wish-fulfill- 
ments, not the results of kindness and love of his mother or 
mother-representative, but simply the result of his own omnipo- 
tence. That fiction is gradually destroyed by real experience, and 
its destruction is very likely the deepest disappointment of child- 
hood. An excellent example of this megalomania of childhood is 
found in a passage of **.Jean Chiristophe’’ by that French writer of 
genius, Romain Rolland. The poet describes his character as a 
little boy: 

‘‘He is a magician, too. . . He command the clouds. He wants them to 
vo more to the right. But they continue their way to the left. He seolds 
them and repeats his command more urgently. He observes with high 
pulses whether at least one little cloud obeys him. But they continue to 
run to the left. He stamps with his foot, menaces them with his little stick 
and changes his command. He now wants them to go to the left, and this 
time the clouds obey. He is happy and proud of his power . sie 

The poet describes as if he had a clinical case a transitory phase: 
The ehild acknowledges that he is not an omnipotent magician any 
longer but wants to save through sanction post facto at least a lit- 
tle part of his fiction of omnipotence. It is as if someone, looking 
at his watch at one minute before 6, should command the watch to 


. 


point to 6 o’clock in one minute, and the watch **obeys.’’ 

Ilow does education bring about the transition from the ‘* pleas- 
ure principle’’ (Ireud) to the ‘reality principle?’’ By love, per- 
suasion and threats. The clinical fact remains that only with great 
difficulty is the child forced to give up that fantasy. We all still 
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possess unconsciously the old wish of paradisiac omnipotence, 
even if we are very ‘‘grown-up.’’ Further life-experience con- 
vinces the child that certain facts are unchangeable. Ie learns 
that it does not pay to run his head against the wall after trying 
it a few times and finding that the wall remains stationary in spite 
of his command, from the arsenal of child-like omnipotence, that it 
give in. Secondarily, he learns to avoid in a form of protective 
mechanism, so to speak, certain fights with predictable defeats. 
Ile becomes smart, but he does so without enthusiasm. Deep in- 
side, the old fiction of omnipotence is buried and can, in certain 
circumstances, as could Homer’s dead heroes in Hades when they 
drank blood, be resuscitated. 

The power of the ‘‘reality principle’’ is based on the fact that 
by accepting it the child, and later the adult, avoids many escap- 
able defeats. There is, however, one exceptional situation in life 
in which following the ** reality principle’’ brings not the slightest 
advantage compared to following the ** pleasure principle;’’ that 
is gambling. There, blind chance is dominant, chance which, in 
pure games of luck, cannot be influenced by logic, cleverness, and 
the attitude of being a ‘good boy.’’ An old anecdote quoted by 
one of my patients illustrates this. A college student won $10,000 
betting on a ‘‘dark horse’’ at the races. He met his professor of 
mathematics, who, full of curiosity, asked him how he figured out 
the winner. ‘‘Very simply,’’ was the reply, ‘‘l dreamt about the 
figures 2 and 3 and thought that 23 equaled 12; therefore I placed 
my money on number 12.’’ ‘*But 2X3 is not 12!’’ objected the 
professor. The pupil became excited. ‘* You want to teach me how 
much 2X3 equals? I won!’’ ‘The humor of the situation lies in 
the fact that the boy won using his ‘**private,’’ alogical system of 
mathematics, and in this action reduced logic to absurdity. 

Gambling activates, therefore, unconsciously, the old, childish 
fantasy of grandeur and megalomania. More important, it acti- 
vates the latent rebellion* against logic, cleverness, moderation, 
morals and renunciation. That latent rebellion, based on the in- 


*How typical that aggression toward the childhood authority is in gamblers is de- 
scribed with the fine intuition of a genius by Dostojevsky in ‘‘The Gambler: ’’ 
- - « In five minutes I accumulated 400 gold pieces in roulette. I should have left 
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wardly never-relinquished ‘*pleasure principle,’’ scoffs ironically 
at all rules of education. Heavy inner retaliation is the result. 
Since all educational rules are given to the child by his mother and 
father and their representatives (teachers, priests, superiors, 
ete.), that rebellion activates a deep unconscious feeling of guilt. 

The psychic situation of the gambler, therefore, is, first, uncon- 
sclous aggression, and, second, unconscious tendency toward self- 
punishment because of that aggression. That childlike, uncon- 
scious, neurotie misunderstanding of the whole process of gam- 
bling results in a vicious cirele without end, 

If one thinks through that fact, which | found confirmed in all 
of my analyses of gamblers, one comes to the conclusion that un- 
consciously the gambler wants to lose. His losing is simply the 
price he pays for the neurotic aggression he expresses in attack- 
ing unconsciously the educational authority of his childhood, Long 
analytie experience teaches us that in neurosis no aggression is 
possible without self-punishment. The whole conception of the 
neurosis is based on the knowledge that neuroties unconsciously 
transfer conflicts experienced with the mother and father to in- 
nocent persons whom they unconsciously identify with their par- 
ents. Since aggression toward their parents was forbidden, every 
aggression toward the substitutes is inwardly forbidden, too, and 
if executed, is expiated by severe self-punishment. We see here, 
by the way, the difference between normal and pathological aggres- 
sion. In the former the enmity is directed toward the real person 
only and not toward the imaginary one; in the former, too, no inner 
feeling of guilt is present, since normally our aggression is aroused 
only in self-defense and, since the enemy is not identified uncon- 
sciously with persons associated with childhood, the righteous in- 
dignation justifies itself without feeling of guilt. 

Hence my conviction that the gambler cannot win in the long 
run because losing is needed for his psychic equilibrium—it is the 
at that moment, but a strange feeling came over me—to challenge Fate. It was the 
wish to give Fate a punch in the nose and show her my tongue.’’ 

We have only to substitute for Fate the parental representation of it for the child and 
we have in a nutshell the psychic situation of the gambler. Priority in all discoveries 
goes to the poet and dreamer; science describes more precisely, using clinical proofs 


and in different terms. In general, scientific discoveries are re-discoveries of truths felt 
intuitively by poets hundreds of years before. 
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price he pays for his neurotic aggression, and at the same time 
makes possible the continuation of gambing. 

The unconscious driving force which gives rise to the phenome- 
non ‘‘gambler’’? springs from unconscious resuscitation of the 
childish megalomania, with all of its neurotic results. In other 
words, the gambler is a ‘*naughty’’ child whe expects punishment 
after performing his forbidden, aggressive deal. Basically, the 
pleasant component of the tension which the gambler feels is de- 
rived from the pleasure of aggressively used childish megalo- 
mania; the painful component of this tension arises from expecta- 
tion of punishment for his crime. The whole psychic problem is 
complicated, however, by a masochistic superstructure. A proto- 
type of the situation described above would be the ‘*bad’’ boy ex- 
pecting spanking for his ‘‘naughtiness.’’ Between aggressive deed 
and punishment is interposed a period of expectation of punish- 
ment which varies in length. A patient whom I was treating be- 
‘ause of gambling told me that the interim between placing the 
stakes and the outcome of the game reminded him of an experience 
he had had in sehool. During a written examination, he was tor- 
tured by the thought that because of insufficient time and inade- 
quate preparation he would fail the examination. In that moment 
his fear changed into sexual excitement. ‘‘Is it possible to experi- 
ence sexual pleasure in a situation of anxiety?’’ asked my naive 
patient. My patient’s comparison was only partly correct. The 
tension felt in gambling is of shorter duration; sexual excitement 
in itself is repressed and above all, is not at all of the genital type; 
the pleasure experienced is unconscious only and is made up partly 
of ‘*psychie masochism.’’ 

The sequence of events in the tension of gambling is, in other 
words, aggression toward mother and father, expectation of pun- 
ishment, rebound of the aggression like a boomerang toward the 
gambler himself because of his feeling of guilt, and sexualization 
of that punishment as psychic masochism. Anyone who denies 
that fear can be sexualized unconsciously should simply observe 
people enjoying a mystery thriller in a movie house. These fans 
identify deeply with the victims and enjoy thereby the ‘‘thrill of 
being overwhelmed.’’ Another example of this sexualization of 
suffering is found in neurotie children who remain unchanged by 
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punishment. Ilaving provoked punishment, they continue the 
deeds for which they are punished. A permissible deduction is 
that they ‘‘like’’ it unconsciously. Strangely enough, they ‘**like’’ 
the punishment only if they have provoked it unconsciously them- 
selves. (Midelberg.) 

That ‘‘masochistic component’? proves, from the standpoint of 
the possibility of winning, very dangerous. Since the gambler 
wants, unconsciously, masochistic pleasure, he can achieve a maxi- 
mum of it only by losing. Of course, that he consciously has the 
wish to win is undeniable, but that wish is dynamically not at all 
effective. 

Still, the fact that the gambler experiences psychic masochistic 
pleasure unconsciously does not answer the problem entirely. Why 
should the gambler choose that means of obtaining this pleasure 
when there are thousands of ways of obtaining it?) That masochis- 
tic enjoyment contributes something to his thrill is to be aecepted. 
But it does not explain the specificity of the problem of gambling. 
This is to be found elsewhere: 

First, there is the vicious circle described between constant re- 
bellion against all educational rules, based on reduction to obsurd- 
ity, with subsequent self-punishment as a factor. Not everyone 
feels the need of that constant rebellion against authority. and re- 
suscitation of childlike megalomania. That ‘‘ perpetual motion”’ 
of rebellion executed in constant proof of the futility of every at- 
tempt to destroy childlike omnipotence through the ‘‘reality prin- 
ciple’? is pathognomonic for the gambler. 

Second, only a specific subgroup of a specific group of neuroties 
makes up gamblers. These people are orally regressed and con- 
sistently use the mechanism already discussed which I call the 
‘*mechanism of orality,’’ made up of three components: First, they 
provoke unconsciously a situation in which they are refused. Sec- 
ond, they throw themselves, full of hatred and seemingly in self- 
defense against their self-constructed enemies. Third, they revel 
in self-pity, enjoying unconscious psychic masochistie pleasure. 
Only the feelings of ‘righteous indignation’’ and self-pity, not an 
understanding of what they represent, are conscious in that mech- 
anism; the remaining is repressed. Not all neurotics who use that 
‘*mechanism of orality’’ are gamblers; on the other hand, all gam- 
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blers use that mechanism. In other words, gamblers represent a 
specific subgroup of ‘‘oral’? neurotics. The significant fact in the 
‘‘oral mechanism’’ is that it gives masochistic pleasure behind a 
facade of aggression. But whereas other oral neuroties are con- 
tent to push by various means the mother of the pre-Oedipal pe- 
riod and her successive representatives into the situation of re- 
fusal, the gambler uses a specifie device for that purpose—the de- 
‘isive one described, to prove how senseless are all the parental 
rules and moral principles, since, in gambling, chance is decisive. 

From that viewpoint we understand why the gambler is 100 per 
cent convinced that he must win. Ilis surety derives from the un- 
conscious certainty of reducing his mother to absurdity as a giving 
person; this is shifted upon optimism of winning. 

One might object that, even if that theory of gambling were cor- 
rect, it would be applicable only to games of pure chance (for in- 
stance, roulette, dice, ete.), not to games combining chance and 
‘*reasoning’’ (for instance, races, bridge, the stock exchange, ete.), 
where judgment, ability to bluff, ete., also play a part. Strangely 
enough, genetically and psychologically there is no essential differ- 
ence between these games. The original form of childlike omnipo- 
tence is always repressed. However, since this omnipotence re- 
mains dynamically effective in the unconscious, the adult is always 
on the lookout for a situation in which he can continue his aggres- 
sively-meant omnipotence in a compromise. That concession to 
the ‘‘principle of reality’’ gives some persons the opportunity to 
continue their childish drives. Rationality intervenes as a connect- 
ing link between the original omnipotence of thoughts—the vehicle 
of childish megalomania—and reality. Behind the mask of ration- 
ality, of intellectual achievements, the old sacrifice before the altar 
of the pagan god, omnipotence of thoughts, is tolerated by the 
‘*principle of reality.’’ For instance, in the book mentioned 
earlier, the boy Jean Christophe, who so desperately wanted to di- 
rect the clouds, later becomes an orchestra conductor. In other 
words, the amount of disguise required determines to what degree 
a pure game of chance is chosen or some intellectual substitute. 

In this respect, it is interesting to note that even in the ‘‘queen”’ 
of all games of intellect, chess, the development deseribed can be 
proved. Every student of chess knows that in its oldest form, in 
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the ‘* T’schaturanga”’ of old India, both partners had to throw dice 
to decide what the next move should be. One should not be de 
ceived by the fact that so many gamblers lay such a preponderance 
on reasoning, *‘tips,’’ experience and ‘‘intellectual’’ evaluation of 
chances; they attempt thereby to deny that they gamble, that 1s, 
apply childish megalomania. The best proof of that mechanism 
of negation is the constant attempt to find **systems’’ in pure 
games of chance, for instance, roulette. That is, of course, Impos- 
sible. The only advantage this attempt provides is that of saving 
that gambler the pain of ambivalence—of deciding what his next 
move should be. The same interpretation holds for the gambler’s 
superstition—it is reminiscent of the horror-chamber of obses- 
sional neuroties, based, as Freud has shown of superstition in gen- 
eral, on the idea of omnipotence of repressed aggressive wishes. 

Gambling is a complicated neurosis, but it is generally not ree- 
ognized as such.* The unfortunate gambler, who often ends in 
suicide, bears in the outer world simply the stigma of immorality. 
The only chance to change him lies in psychoanalytic treatment. 
On the other hand, one of the pre-requisites of treatment is lack- 
ing in most cases: understanding on the part of the gambler that 
a neurosis Is involved and the wish to change. It is not that these 
sick persons do not have enough unconscious feeling of guilt which 
could be utilized analytically; but, unfortunately, they spend this 
feeling of guilt mainly in losing and in bearing the contempt of 
their environment.t 

It rarely happens that the gambler, of his free will, seeks treat- 
ment. In general, his family asks for it. In such cases one ean at- 
tempt analytically to mobilize the latent feeling of guilt; usually 
the prognosis in these analyses ‘‘on order’’ is more than doubtful. 

There is something tragi-comic in the personality of the gaim- 
bler. His fanatic belief that he will be successful some day after 
all reminds me of the way in which a humorous gambler patient 
consoled himself in a moment of self-irony: ‘f You know, I remind 

*There is no point in arguing whether gambling represenis a neurosis or a cross le 
tween compulsion and addiction; it contains elements of each. 

tThere is, however, no reason to feel pity for psychopaths who take advantage of 


neurotic gamblers; they are exploiters of an addiction or neurosis, comparable to drug 
peddlers. 
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myself of the man who plaved the game of trying to guess which 
of his opponent’s fists contained a silver dollar. In this game if 
you choose correctly you win a dollar; if not, you lose a dollar. In 
this instance, though, the game was misused for cheating. The 
man’s opponent, after the decision, managed to win always by 
sleight of hand. An onlooker, seeing the swindle, asked the loser, 
‘Don’t you see that you are being cheated?’ ‘Of course I see it,’ 
was the indignant answer, ‘but I must first win back my money’ 

.”? We laugh at that man, knowing that he will never win back 
his money, but will lose more and more. Still, that is the picture 
of the gambler as he really is; in place of the cheat in my patient’s 
illustration is the invincible power of a machine or a gambling 
house. 

A cynical gamber once told me that the gambler was, of course, a 
sucker, but only partially one. Ile paid, not for chips, horse races, 
or worthless stocks, ete., but for—hope. That may be true, but the 
‘buyers of hope’’ are not conscious of it; they believe they ‘‘have 
a chance,’’ and, though swindled, never give up hope. For that 
reason, in certain countries in former days the list of persons 
cheated by swindlers in worthless stocks was worth money; they 
could be cheated again. 

To return to Mr. B.) Ile was a man of 30 whom his friends 
called a ‘gambler by profession and lawyer by hobby.’’ Which 
meant that he lost the money he earned in his learned profession 
by playing poker. Mr. B., who smoked 15 to 20 Havana cigars dur- 
ing three to four hours of gambling every night, came into analytic 
treatment neither because of gambling nor smoking. He fell into 
the hands of a lady who tried to rescue him from his vices through 
marriage, only to discover that the object of her savior-fantasy was 
completely impotent. ‘*Pushed’’ by his wife, he ungraciously con- 
sented to psychiatric treatment. 


We are interested here in one aspect of Mr. B.’s personality 
only, his pathologie smoking. He describes it as follows: ‘‘ Every 
time I guess wrong, am out-bluffed or lose, I light up a cigar. It 
helps for a moment.”’ Ie suffered a few times from serious nico- 
tine ‘‘poisoning,’’ had heart troubles; nothing, however, changed 
his habit. 
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Asked whether he also felt the unpulse to light a cigar when he 
outsmarted the other gamblers, he replied: ** Definitely not. Smok- 
ing means that I lost. When | have a winning period, | smoke two 
cigars. At the beginning of the evening, before it is clear whether 
| shall win or lose and at the end—lI call it my cigar of triumph.’’ 
In other words, when winning, Mr, B. smoked during the same time 
(three to four hours) two; when losing, 15 to 20, cigars. 

Mr. B.’s unconscious reasons were very similar to those of Mr. 
A. Both tried—when disappointed—to prove to their ‘‘inner dis- 
trict attorney’’ (inner conscience, super-ego) that they wanted to 
get and not to be refused. In both cases compulsive smoking was 
a defense mechanism against a reproach of the unconscious part of 
the conscience. 

Case 3 

Mrs. C. was a physician who lived in constant hysteri¢ excite- 
ment. [Every time she felt excited, she smoked a cigarette. Since 
she felt constantly excited, she smoked incessantly. The reason 
for her constant excitement was the feeling that ‘‘everybody took 
advantage of her.’’ She had many members of the social register 
as patients. Invariably, these people pleaded poverty whea bills 
had to be paid, She knew she was taken advantage of, but allowed 
herself to be pushed into this situation by not insisting on pay- 
ment of her fees. The details were so ludicrous that one witty 
observer remarked: ‘*The millionaires should erect a monument 
in honor of you with the inscription: ‘lo the only person who has 
pity on the financial worries of millionaires.’ ’’ 

The case history of Mrs. C showed that all her life she had had 
the feeling that her mother had discriminated against her and pre- 
ferred the other siblings. She had aequired an exquisite psychic 
masochism best proven in a self-composed nursery rhyme: 

‘*Mother’s in the pantry 

Father’s in the hall, 

| therefore put the thumb-marks 

Upon the parlor wall. 

For when the whipping’s over 

The pain will go away, 

But those thumb-marks on the parlor wall 
Will stay and stay and stay.’’ 
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In other words, she even nursed the recollections of self-pro- 
voked humiliations, consciously regarding herself as the innocent 
victim and reacting with righteous indignation. Of course, she 
was not conscious of the fact that most of her conflicts with her 
mother were self-provoked. On the contrary, the objectivation 
(**thumb-marks on the parlor wall’’) of her ‘*whipping-humilia- 
tion’? was in itself an alibi directed toward her inner conscience : 
‘*T am not masochistic; mother is really cruel to me.’’ 

Later on, she constantly railroaded herself unconsciously into 
situations in which she was the victim. On the other hand, she per- 
formed ‘*magic gestures.’? In a previous publication,’ I pointed 
out that a ‘tmagic gesture’? is a weak unconscious repartee of psy- 
chie masochists. These gestures are seemingly acting out the fol- 
lowing thought: ‘‘See how I wanted to be treated: Kindly.’’ 
There are three layers involved in the unconscious make-up of 
these people. The first layer consists of the end-result of the in- 
fantile conflict; in the cases mentioned, the psychic masochistic 
wish to be mistreated, refused, deprived. This wish is warded off 
by a severe reproach of the inner conscience, leading to the estab- 
lishment of a second layer, pseudo-aggression. The ‘‘alibi’’ is 
something like: ‘*It is not true that I want to be mistreated, | hate 
mother (father).’’? This first defense—pseudo-hatred—is vetoed 
by the inner conscience, too, with the result that the hatred is dis- 
avowed and a third layer established: ‘‘I don’t hate mother 
(father); 1 merely show them how I would like to be treated: 
kindly.’’? Of course, the beneficiary of a ‘‘magie gesture’’ is no 
less ignorant of the reasons prompting the kind act of his benefac- 
tor than is the benefactor himself. 

In the specific case in question, Dr. C. bestowed her presents on 
her millionaire-patients. The irony of the situation is accentuated 
by the fact that these people did not really need the ‘‘gift.’’ It 
Was just one argument more against mother: ‘* You, mother, didn’t 
care for your own child in need, I care for strangers who don’t 
need it!’’ 

The real contents of her magie gesture were—of course—not 
conscious to Dr. C. She did not realize that she herself manufae- 
tured her **being taken advantage of’’ by allowing herself to be a 
**sucker.’’ She warded off the reproach of her inner conscience 
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directed against her psychic masochism with pronounced pseudo- 
aggression at first, complaining hatefully about her stingy mil 
lionaires. ‘This, obviously did not appease the reproach, ** You 
want to be refused,’’ since she used a second *‘alibi,’’ overindulg 
ing in smoking. Every time she lighted a cigarette she ** proved”’ 
to herself, **] want to get.’’* Basically, an infantile conflict with 
an infantile defense was re-enacted. 


Case 4 

Miss D. was a girl of 25, who entered treatment because of homo 
sexuality. Female homosexuality has a complicate substrue- 
ture;”"’ and a large amount of literature has been compiled on thie 
subject. The basic conflict—as stressed by KE. Jones, H. Deutsch, 
and the writer—is of oral nature. In my opinion, Lesbianism 
shows the following genetic development: deep masochistie attach- 
ment to the mother of the pre-( edipal period, as end-result of the 
infantile conflict. This masochistic regression is counteracted by 
a powerful reproach of the inner conscience, with the result that 
pseudo-aggression is mobilized as defense.t The inner conscience 
vetoes this defense, too, whereupon a second defense-mechanism 
has to be established: **I don’t hate mother (mother-image), | 
love her.’’ This third layer is visible as homosexuality. The whole 
circuituous inner defense-system is further complicated by the 
Lesbian palimpsest of playing man and wife: Lesbian women act, 
feel, and often dress as man and wife. Unconsciously, however, 
the baby-inother situation is repeated, 

Miss D., a stout but otherwise not unattractive girl, a heavy 
smoker (40 to 50 cigarettes), began her life history with the words: 
“It all started with the fact that I nearly died because of malnutri- 
tion as a baby. I know you will laugh because | am now rather fat. 
But—that is it. I can prove the fact that I nearly died, because my 
mother did not feed me properly, by the statements of our old 
family-servant.’’ I asked her whether, in her opinion, her mother’s 
‘‘improper feeding’’ was an act of malice or had some other rea- 

*Similar conflicts ensued when her husband objected 


against too many cocktails. For 
psychology of alcoholism see Ref. 8. 


tFor a differentiation between normal and neurotic aggression see a previous publica 
tion, Ref. 11. 
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sons. Reluctantly she admitted that her mother had had mastitis 
and that she had had difficulty in making the transition to bottle- 
feeding. The whole idea of not having been fed properly was 
strangely overevaluated and overstressed in her mind and was 
nearly a relation-idea. She found out about it through a casual 
remark of her family doctor at the age of eight. At that time the 
child was brought to him because she became very stout and a sus- 
picion of an inner-secretry disturbance was voiced. The suspi- 
cion proved to be erroneous; she simply ate too much. 

“They tortured me all my life with reducing cures. At that time 
the doctor preseribed a diet and remarked jokingly to my mother 
that | wanted to make good for all the nourishment | didn’t get as 
a baby.’? Many years later that thought came back and preyed 
upon her mind, and she started extensive investigations to find out 
what really had happened. She did not find out more than she 
knew already; her mother’s mastitis and her difficulty for two or 
three months in becoming adjusted to bottle-feeding, with result- 
ant loss of a ‘‘great deal’’ of weiglit. In any case, it was strange 
that the intelligent patient should trace back all of her difficulties 
in life to that ‘‘terrible shoek”’ 
referred as ‘*starvation.’’ 

‘*My further unhappiness started with the remark of a malicious 
girl friend in school when I was 15. She read clandestinely a dirty 
story of Maupassant called ‘Boule de Suif.’ In that story, which 
takes place during the Franco-Prussian War of 1870, a Prussian 
officer refuses passports to the passengers of a coach until one of 
them, a fat prostitute, has slept with him. My girl friend always 
‘alled me ‘boule-de-suif,’ which means something like ‘fat ball,’ 
implying that I was like that prostitute. I read that story over 
and over, and caught myself in my daydreams really playing the 
part of that girl.’’ I objeeted that she obviously misunderstood 
Maupassant’s novelette. I was familiar with that little master- 
piece; it did not depict a prostitute, as she believed, but made fun 
of the bourgeois morality. In it, the prostitute is at first despised 
by the other women passengers because of her profession; the 
ladies are shocked to be foreed to travel in such company. Later 
they make up to her hypocritically since they depend for passports 
on her decision to sleep with the Prussian, and try to eonvinee her 


of inanition, to which she always 
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indirectly through their husbands that it is her ** patriotic’? duty 
to fulfill the officer’s request, despite the fact that he is an enemy. 
The patient denied that this was the purpose of Maupassant’s 
story; in fact had forgotten ‘‘those details.’ 


, 


The fact remained 
that in her puberty she was obsessed with the idea that every man 
would believe she was a prostitute because she was stout. 

These pseudo-paranoic ideas were **solved’’ by a radical redue- 
ing cure, only to recur, since, as she said, she never had the energy 
to change her food intake in conformity with the dietetic rules. 
After some time, she became discouraged and continued to ‘teat a 
good deal.’’ At this point, the idea that she was starved as a baby 
came in handy, since she could use it as an alibi for eating too 
much, ‘*I despised men, who, | thought, would look upon me as a 
prostitute, and that forced me into the direction of homosexuality. 
So you see, | was right in saying that all of my unhappiness 
started with being starved as a baby.’’ 

The patient’s naive explanation was for her convincing enough. 
She considered, even later in analysis, all attempts to find some un- 
conscious determining factors for her homosexuality as sheer 
‘*waste of time,’’ since she ‘‘knew the reason.’’? Of her family his- 
tory the following could be gathered. Iler father was a ‘*good for 
nothing’’ who married her mother because of her money. One day 
he ‘‘disappeared’’ with another woman and was never found 
again; and he left with a great deal of his wife’s money. The pa- 
tient had no direct recollections of that episode, since it happened 
when she was one year old. She remembered her mother as a mel- 
ancholy, unhappy person who would ‘‘always weep or be sullen.’’ 
ller education was left to boarding schools and colleges. She had 
the feeling of being excluded from family life, and blamed her 
mother. ‘*I hated her and imagined that she enjoyed some hidden 
sexual pleasures, therefore did not want me around. Later, | 
found out that she had the miserable life of a severe hypochon- 
driae. I still cannot forget that I had, because of her, such an un- 
happy childhood.’’? The girl’s unhappiness was partly self-pro- 
voked. She started conflicts with superiors and classmates. Iler 
technique consisted in bringing about a conflict unconsciously, en- 
joying the feeling of being unjustly treated, and taking. revenge on 
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her self-provoked enemies (‘‘mechanism of orality’’). The result 
was complete isolation and hatred of everyone. 

After finishing college, the patient was in possession of a great 
sum of money but, to her dismay and fury, could use only the in- 
terest, since her mother established a trust fund before her death. 
ller mother died when the patient was 19; she died without being 
visibly mourned by her daughter. A few months later, however, 
the girl went through a ‘‘queer period of not eating and overeating 
in rapid succession.’’? What she meant was that for three months 
she spent her time in the following cycle: At first she would lie in 
bed or on a couch without appetite and without doing anything. 
After three days, she would change and would devour quantities 
of food, chiefly apples and oranges, and would smoke incessantly, 
only to return later to her lack of interest in food. That whole 
period was concluded by a siege of ‘‘stomach trouble,’’? during 
which she could not hold food and went to a sanatorium, where the 
diagnosis ‘thysteria’’ was made. One could only surmise that her 
‘‘queer period’? after her mother’s death was some kind of abor- 
tive pathologic mourning with slightly manic-depressive mech- 
anisms. 

After her release from the sanatorium she was obsessed with 
getting ‘‘ joy of life.’ She decided that her mother had ruined her 
life; ‘starvation as a baby,’’ no family life, not enough money 
(trust fund) after her mother’s death. <All of these matters, she 
considered **sheer malice.’’ ‘*I was through with her and wanted 
to enjoy life.’’ She still hated men; the old idea that men believed 
her to be a prostitute was still operative, but slightly changed now 
into the formulation: All men treat women as prostitutes. ‘‘Since 
a third sex was not available, I started relations with Lesbians. But 
it was of no avail; after every act (only cunnilinctus was prac- 
tised) I felt unhappy and disgusted. I am at the end of my rope. 
If analysis does not help me, I shall commit suicide.’’ 

The oral elements were, in this case, seemingly near the surface. 
Of course, the whole extent of the real conflict was not understand- 
able to the patient. The simplest way of getting her cooperation 
on this point was by showing her the contradictions in her be- 
havior. She did not react with irritation but tried to find rational- 
izations. When these were discarded, she would be susceptible to 
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unconscious reasons. I started with her feeling during her fre- 
quent and unsuccessful reducing cures. ‘‘ It makes me furious and 
that fury persists during the whole time. I spoke with other peo- 
ple in similar situations. They told me that after a few days they 
were uninterested in food and treated eating as a duty. That 
never happened to me. I was also told that smoking helped. In 
my case it didn’t since I smoke like a chimney anyhow.’’ I ex- 
plained that she treated a reducing cure as if it were an attempt 
by someone (mother) to refuse her food, repeating the ‘*starva- 
tion’’ period. ‘That explanation she accepted. ‘‘Strange that | 
did not think about that myself.’’ 1 pointed out that her feeling 
toward her mother was not only hatred, as she believed. The proof 
was that in her reaction to her mother’s death she abstained from 
eating, acting obviously like a person in a depressed, psychotic 
state. Freud’s conception of that mechanisin was explained to her. 
There, violent resistence ensued; the very person **whose whole 
philosophy of life centered about food’’—I quote her own state- 
ment—was intolerant of an interpretation of oral devouring and 
abstinence from devouring because of guilt feeling. The idea that 
she should feel for her mother something else than hatred was in- 
conceivable to her. I used another approach: ‘‘If you hate your 
mother so much, how do you account for the fact that you turn 
sexually to a woman?”’ 

Weeks of resistance followed, in which the patient complained 
about her ‘‘deep disappointment in analysis.’’ She started to re- 
peat, in analysis, situations of being unjustly treated. It took a 
long time to show her the unreality of her accusations and to make 
the problem of transference ‘‘palatable’’ to her. 

At first glance, especially in connection with her prostitution fan- 
tasies (Maupassant’s story), one had the impression that strong 
heterosexual tendencies were present in this patient. This was a 
mirage. Analyzing that fantasy more closely, it transpired that 
the element which attracted her most was the fact that all women 
passengers in ‘*Boule de Suif’’ were participants in the sexual 
adventure of the prostitute with the Prussian officer. It was, so 
to speak, under the disguise of a heterosexual act, a homosexual 
one in which she exhibited before these women and made herself 
the object of a Peeping Tom in the emotions of the spectators. 


APRIL—1946—K 
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There was an element of truth in that unconscious idea, since in 
Maupassant’s story the women are first interested in the sex act of 
the prostitute (pre-requisite for passports) and secondarily, un- 
consciously, envied the girl because of her adventure. Most impor- 
tant, however, was the element of ‘‘sacrifice’’ with which the pros- 
titute contributed to the fate of these women. Aggression played 
an equal part: ‘*llow base are these women who sacrifice me’’ was 
the unconscious formula. 

Only gradually, did the patient understand that her homosexual- 
ity was a *‘defense-alibi’’ against her masochistic attachment to 
her mother, which she warded off, first with hatred, later with 
homosexuality. At the same time, she had to overcome a ‘*moun- 
tain of inecredulity’’ before she accepted the explanation that her 
‘*starvation’’ as a baby was not the reason for all of her unhappi- 
ness. 

The compulsive smoking in Miss D.’s case was—as in the previ- 
ous cases—an unconscious defense against her masochistic attach- 
ment and wish to be refused. It was an ‘‘alibi’’ furnished aecord- 
ing to the pattern: ‘‘I don’t want to be refused, I want to get.”’ 





Case 5 

Mr. E., a man of 45, had been a heavy smoker for many years. 
At the age of 43 he had a coronary attack and was told by his phy- 
sician that his incessant smoking had ‘‘in all probability provoked 
the illness.’’ In any case, he was requested to stop smoking com- 
pletely. During the six weeks he spent in bed after his attack, 
while he was under constant supervision, he did not smoke. Later, 
he started to smoke once more, always being afraid of tragic re- 
sults. He found one physician who did not share the opinion that 
smoking was ‘‘so dangerous.’’ But whenever he reached for a 
cigarette, the thought crept into his mind: ‘This one may be your 
last.’’ He got excited—and excitement was medically ‘‘forbidden’”’ 
him, too. Finally, a diagnostician with psychosomatic leanings 
advised him: ‘*You cannot help being excited—that’s your ‘na- 
ture.’ You cannot change your heart-condition. But you can di- 
minish your craving for neurotic excitement by going into analy- 
sis.’’ Thus the patient entered analysis. 
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This man, too, misused practically every situation in life to prove 
how unjustly he was being treated. Since life did not treat him 
too kindly, he found ample reasons to complain. During analysis 
he did not understand how a self-provoked defeat—as assumed in 
the ‘‘mechanism of orality’’—could be identical with ‘*misuse of 
real situations.’’ In other words, once he established that the ‘*in- 
justice’? was ‘‘real,’’ he felt absolved, and furious without guilt. 
It was difficult to make him understand that, once the mechanism 
of ‘‘injustice-collecting’’ was established, it became generalized. 

The life-history of Mr. I. showed superficially the following pat- 
tern: He ‘‘hated’”’ his ‘cold’? mother and ‘‘despised’’ his weak 
father. Behind this conscious layer, a deep masochistic attach- 
ment to his mother was hidden. She was, in reality, rather distant 
and detached; the only ‘‘real’’ feeling she showed toward the child 
Was anger in being disturbed in her leisure. Instead of detaching 
himself, the child forced the issue by provocations. An old aunt of 
the boy told him later that she had the impression of seeing a 
glance of triumph in the child’s eyes when the unaffectionate 
mother became furious with the provoking child. Once the boy hit 
his head against a wall *‘in protest’’ against his mother’s going to 
a party. Once, at the age of seven, he went on a ‘*hunger-strike”’ 
for two days on such an occasion. 

Every time reality treated him not too kindly—and he helped 
with his provocations fairly well to achieve that aim, too—he was 
consciously full of indignation and self-pity, only to enjoy it uncon- 
sciously. His enormous appetite and oversmoking were—as in 
previous cases—an ‘‘alibi:’’ ‘tl don’t want to be denied, I want to 
get.’’ 

What convinced the patient, finally, that turning aggression 
against himself aggravated his illness, was the recollection of a 
recurrent dream which he had had for the first time on his sick-bed 
after his coronary attack. This dream portrayed him in bed, his 
mother violently slapping his face. He woke up, regularly, with 
his heart beating ‘‘like a church bell.’’ The question: ‘* Why 
didn’t you dream that you are healthy?’’ made him realize that 
his masochistic attitude did not help to prolong his life. 
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SUMMARY 

Five cases of excessive and compulsive smoking have been de- 
scribed herein. In all these cases, a similar neurotic substructure 
was found: These patients represented a specific type of psychic 
masochists who unconsciously wanted constantly to be refused. 
To counteract the inner reproach stemming from their inner con- 
science, which objected to the wish to be refused, they ‘**proved’’ 
that they wanted the opposite—to get. ‘The outward sign was get- 
ting a cigarette, an oral ‘‘pacifier,’’ reminding the individual of 
his first reassurance in life. 

All these patients were unconsciously ‘‘injustice-collectors,”’ 
therefore exquisite enjoyers of self-constructed defeats. 

The psychologic superstructure does not conflict with the phar- 
macodynamics of tobacco or tobacco-proteins. Only the combina- 
tion of both explains the addiction. 

Sometimes, oversmoking is combined with overeating and over- 
drinking—that tripartite ‘‘oral’’? syndrome points in the direction 
of an attempt at refutation of an inner reproach, ‘‘ You want to be 
refused,’’ with the secondary defense, ‘‘I want to get.’’ 

The person addicted to tobacco behaves in a specifie way when 
forced by medical necessities to restrict or give up smoking com- 
pletely. He acts like a child to whom mother refuses oral gratifi- 
cation. He immediately feels unjustly treated and reacts with 
pseudo-aggression—perhaps toward his wife, and later the en- 
vironment in general. 

Pathologie smoking presents a problem which can be solved 
the pathologic smoker can be cured psychoanalytically. 


251 Central Park West 
New York 24, N. Y. 
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GROUP THERAPY IN AN EXTRAMURAL CLINIC 
BY KATHARINE W. WRIGHT, M. D. 

Special interest is being shown in group psychotherapy today 
because military psychiatrists have found it so useful and bene- 
ficial. In most cases, these military psychiatrists have developed 
their group therapies because of the pressure of numbers. This 
fact, with the large psychiatric case load everywhere, must be 
acknowledged as iinportant, but the present writer believes there 
are other advantages in group therapy, particularly relative to 
patients leaving mental hospitals. 

Group therapy meets the need for treatment which is continued 
over a long period; it is consistent with the present emphasis upon 
psychological studies; and it helps desensitize, destigmatize and 
socialize the individual. 

The specific group therapy to be discussed at this time is that 
at the Chicago Community Clinic, an extramural clinie serving 
state hospitals in the Chicago area. This group therapy is prob- 
ably unique in that it is believed to be the only one functioning in 
such a clinie which has been reported. Dr. Klapman of Chicago 
State Hospital has reported a group therapy class which operated 
within that hospital, but a quick survey of the literature does not 
disclose any which are operating outside of any institution. The 
Recovery Group should be mentioned in this connection; but this 
organization is not a clinic; and it functions entirely independently 
of state hospitals. 

The group therapy class presently under discussion is con- 
ducted to help hospital patients in adjustment after their return 
to home life; to teach them about their emotions and to teach them 
how to handle them better so as to cope more ably with their pres- 
ent life situations. It is dynamie therapy and reeducation com- 
bined. 

The method used in the Chicago Community Clinie is the same 
that was used in a group therapy class at the Elgin State Hospital, 
which is described in the article, ‘‘ Review of a Year of Group Psy- 
chotherapy,’’ published in Volume 16 of THe Psycniatric Quar- 
TERLY in 1942.* It is well explained as follows: 


*See Bibliography, Jacobson, J. Robert, and Wright, Katharine W. 
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‘*A simple test situation was evolved which served as an occu- 
pational activity well within the capabilities of all the individuals. 
The 26 letters of the alphabet were utilized as representative of 26 
discrete, volitional acts; namely, the acts of writing the respective 
letters. Those physical moveinents of the hand in guiding the 
chalk over the blackboard in forming the letters **.A,’’ **B,’? **C,”’ 
ete., were simple and uniform acts for which the corresponding let- 
ters became the symbols. The very simplicity and uniformity of 
these acts make them an ideal standard, safely within usual com- 
prehension levels. 

‘*TTow accurately and well the patient forms the letters is of lit- 
tle moment; it is the manner of his response which is all important. 
This reaction of the patient affords specific diagnostic informa- 
tion to the therapist, and frequently indicates the psychotherapy 
to be adininistered. For example, it is not uncommon for the pa- 
tient to indicate or openly express his annoyance at the extreme 
simplicity of the task confronting him. This is usually a good 
indication of the concealed feeling of inferiority or imadequacy 
which troubles him. Or, he may exhibit self-consciousness in vary- 
ing degrees, from mild fright all the way to abject fear and panie, 
thus suggesting to the psychiatrist that his emotional instability 
may be based largely on a sense of insecurity. Similarly, the psy- 
chiatrist judges from manic and ‘‘smart Aleck’? behaviorism. Or 
again, it is not unusual to encounter in the patient a sullen resist- 
ance to the situation, which indicates his negativism, sometimes in 
the form of depression, even with tears, as the patient fails to 
maintain his hostility. 

‘*All sorts and degrees of patients’ reactions are observed, and 
the therapist, quick to observe and analyze these, is frequently af- 
forded the opportunity to administer effective treatment on the 
spot. Often this can take the form of comments, made to the class 
and not to the patient, bearing on the nature of the patient’s re- 
sponse, its probable causes and their solution or cure, bringing in 
always the parallel between the patient’s reaction to the test situa 
tion and his reaction to the situations presented in life.’’ 

This procedure may be varied in these ways: (1) The patients 
participating may proceed at their own speed and develop a group 
rhythm; or (2) they may follow dictation, which puts them under 
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an authoritative regime; or (3) they may be confronted with a new 
situation, such as being asked to write with their left hands. In 
the first situation, that is, in proceeding at their own pace, many 
patients show inability to conform to a group activity and display 
their annoyance at the incidental restraint. Rebellion under au- 
thority 1s a common reaction in the second situation; and, in the 
third situation, either fear or a decided relaxation of repression 
is usual. 

All these emotional reactions are then brought up for discussion 
in the class; and various members give their ideas as to why each 
patient reacted as he did. Another variation is to have each indi- 
vidual tell what emotional quality he feels he needs in order to 
solve his particular problem; the group is then asked to help him 
attain this. In this way the interest of the larger group is main- 
tained. 

Within the last year, also, the clinie has developed the plan of 
taking notes of the day’s proceedings, to be read and discussed at 
the next class hour. These notes serve as an additional educational 
tool. By writing and reading them, a group member aequires ex- 
perience useful in similar social situations in the community. A 
concrete example is that of one member who reported that when 
she had a feeling of panic while speaking before a considerable 
audience at a P. 'T. A. meeting, she remembered how she felt in 
the group therapy class and thus regained her composure and 
completed her speech. 

Special responsibilities are assigned to certain members, such 
as care of the attendance record and the writing of notices to ab- 
sentees. Also, an individual-interview period is held by the ther- 
apist after class for the benefit of those members*who are in regu- 
lar attendance. Each of these thus has a private interview about 
once in every five or six weeks, 


The class is open to visitors and also to a few patients from other 
psychiatrie clinies who, even though they have never been acutely 
ill, have problems which they are having difficulty in handling. 
Comments by such patients, and also by nurses, social workers, 
and doctors will be diseussed later. 

The class started in March, 1942. About two hundred and forty- 
eight patients, mostly returned frem hospitalization, attended the 
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class from March, 1942, to Mareh, 1945. 


fication of the record of attendance. 


WRIGHT, M. 


O, 
dD, ou) 


Following is a brief classi 


Three-year-attendance record 


No. of patients No. of visits 


No. of patients 


“Me. of visits 
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In the 10-month period from April, 1944, to March, 1945, there 
have been 68 different patients attending the class; of these, how- 
ever, only 24 are new members. 

As will be noticed, there are several of the original class mem- 
hers still attending regularly. These members are able to help 
what they have learned, and also by 
serving as proof that it is possible to stay well. 

Statistical evaluations are difficult to make in any type of psy- 
chotherapy and especially when no social worker is made available 
for follow-up studies. 


the neweomers because of 


the clinic does have the data rela- 
tive to attendance and diagnosis, and also some other information 
gained through questionnaires. 

The diagnostic composition, as indicated by the av 
ords of 177 patients, is as follows: 


llowever, 


ailable ree- 
35, psychoneurosis; 58, demen- 
tia or weox ; 47, manic-depressive ; 2, mental deficiency with psycho- 

; 5, organic brain disease with psychosis; 3, postpartum psycho- 
sis; 12, paranoid state; 4, aleoholic; 10, involutional psychosis, de- 
pressive; 1, undiagnosed psychosis. 

In June of 1944, a survey was begun. Questionnaires were 
mailed to former members of the class, and those members in regu- 
lar attendance were also asked to fill out the questionnaires, which 
were in the following form: 


1. How long have you attended group therapy class? 

2. Have you attended regularly? If not, why? 

3. Through whom did you become interested in the class? 
4. Does coming to class help you? If so, in what way? 
5. Are you able to apply at home what you learn.in class? 
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Ninety questionnaires were mailed to patients, of which 15 (16 
per cent) were not delivered because the addressees had moved and 
could not be reached. Of the remaining 75, 15 (12 per cent) were 
answered and returned. Out of 62 letters sent to visitors, asking 
for their impressions and evaluations of the work being done, 22 
answers (3914 per cent) were received. Irom these, and from the 
clinic records available for 157 of these patients, the following 
statistical picture is presented: 


31 (19.75 per cent) were returned to hospitals 


18 (11.5 per cent) made minimal adjustment 
8 


DP 


(56.0 per cent) made satisfactory adjustment 
10 ( 64 per cent) offered adverse criticism 
l was seared in class 
1 was stirred up in class 
8 (5.1 per cent) didn’t like the class 
The following points were brought out from actual remarks 
made by patients, either at class or in their letters: 
a. ‘*‘Learned to get on with other people.”’ 
b. ‘*Helped to forget self.’’ 
c. ‘*Gained in self-confidence. ’’ 
d. ‘‘Ilelped her to become more independent in making 
decisions. ’’ 
e. ‘‘Learned how to relax.’’ 
f. ‘*Learned to become more tolerant.”’ 
gw. ‘*TIlas gained an aim in life.’’ 
h. ‘*Learned value of a goal.’’ 
i. ‘*Learned difference between emotional reaction and 
intellectual judgment.’’ 
J. This patient resents the class after two years of at- 
tendance because it reminds her of the hospital. 
k. Class attendance is a check on the degree of a pa- 
tient’s emotional stability. 


l. Some patients enjoyed meeting friends, 
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It is encouraging to note that in a separate survey as to patient 
adjustment following hospitalization which the present writer read 
hefore the Elgin State Medical Society in April, 1943, and which 
covered 100 cases picked at random, mention was made repeatedly 
of the benefits which had been derived from this group therapy. 

It may be noted that in most cases there is a favorable response 
from the patients to group therapy. The unfavorable response 
seeins to come, for the most part, from those with rigid personali- 
ties, in which group are included those who refuse to believe that 
they were ever ill, and resent any reminder of, or reference to, 
their hospital experiences. Since the class is a constant reminder 
and these patients refuse to accept its help, they cannot be reached 
hy the therapy to a very great degree. Some of these persons do 
adinit, however, that the friendly atmosphere in the class assists 
them to make better social contacts, and this one must consider as 
of at least some help to them. 

The clinic has also found former mental patients who block them- 
selves from help by their intellectual attitudes. They profess to 
feel that nothing so simple could possibly help them and assume 
the attitude that the procedure is beneath their dignity, as it were. 
Such resistance is difficult, but where such patients could be en- 
couraged to attend regularly, this attitude was sometimes modified. 
It was possible to convey the idea that there is a considerable and 
important part of a person other than the intellect, which greatly 
affeets his life and well-being. 

Intellectual blocking of emotional response is found frequently 
among visitors, both professional and nonprofessional. It seems 
particularly difficult for them to be able to join in an emotional 
experience such as the class provides, which is quite understand- 
able both because of their need to maintain their dignity and be- 
cause, unlike the patients, their barriers have never been down. 

Some help in evaluation has been derived from the comments of 
interested relatives, as in the following random examples: 


The mother of one patient was impressed with the friendly atti- 
tude the members of the class showed toward each other. She saw 
value in the way they discussed their former illnesses and charac- 
ter traits in a frank, constructive way. 
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One visitor, who had come with her sister, experienced fear at 
first that the therapist would find something abnormal in her aec- 
tivities. This fear was allayed after participating several times, 
and realizing the value of ‘**ferreting out’’ hidden fears and con- 
flicts and relieving them. She said that she considered the help 
to her sister invaluable in the difficult period of readjustment dur- 
ing her first months at home from the hospital. 

The wife of a now-deceased former patient, finds emotional sat- 
isfaction in visiting the class from time to time because it fills a 
void in her life left after her long association with the hospital. 

The comments of interested visitors, not relatives, are also en- 
lightening: 

One visitor said the class had given her a better understanding 
of her emotions, and that her social relationships had been im- 
proved. She found the good will and harmony evinced in the group 
activity to her liking. 

Another visitor was first greatly interested in the method and re- 
actions of the class but became bored when the same procedure was 
repeated over and over again. She said that maybe she ought to 
attend the class to learn why she was bored. 

The clinie has had many constructive comments from nurses, 
psychologists, and social workers who have visited the class. 

A cadet nurse was able to see no therapeutic value to the work 
of the class until she participated. She said that then, however, 
she was intrigued by the analysis presented and appreciated its 
value to the patient. 

Another nurse was much impressed by the emotional response 
she sensed in the group. She thought that for herself, however, 
the method might become monotonous because of its extreme sim- 
plicity, and believed that for the less ill and borderline cases, there 
might not be enough intellectual stimulation to hold the interest. 
This observation showed that this nurse had not allowed her own 
emotions free expression in the group, probably because of a too 
strong narcissistic component in her own personality make-up. 


A psychologist, who was able to fit the work to her own prob- 
lems and apply what she learned, felt the need of more regular at- 
tendance to hold her gains, 
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Another psychologist, who had attended the class out of general 
interest, felt embarrassed when asked to participate. She became 
defensive and antagonistic, and as a consequence, the whole pro- 
ject appeared to her ridiculous and not worth the effort being 
made. She has not attended the class again. 

A social worker found, in the class, an opportunity to learn 
about the adjustinent of the patients to whom she was profession- 
ally assigned. She found the class participation by the patients 
much more revealing than direct questioning and is able to use her 
findings as a basis for better interviews with the patients. 

Of the six doctors who visited, the writer would like to quote 
two: 

ne said that the important thing accomplished by the group 
method was to get the patients out of their pathetic isolation. Ile 
felt that the therapeutic values lies in the facts: (1) The group 
meets regularly in a directed purpose. (2) It puts at the patient’s 
disposal a very easy, simple means of self-expression. (3) It con- 
centrates the volitions of the group on one idea and on diseiplin- 
ing the group members to express this idea or emotion in a cooper- 
utive way. (4) Good sportsmanship results from the integration 
of the factors mentioned. This doctor felt that this method of 
group therapy is an effective and valuable therapeutic adjunct in 
the treatment of a large number of persons. 

The other doctor found, in her own participation, that she be- 
came tense, and that writing with her left hand required all her 
attention. Then she found herself comparing her performance 
with the others, thus introducing a competitive situation which 
could be a fertile field for strong emotional reactions. She be- 
lieves the value of the class lies in two directions: (1) Training in 
social activity. (2) The increased awareness and understanding 
which the patient acquires regarding his feelings and how they in- 
fluence behavior. The ‘‘what to do about it’’ is learned more or 
less consciously by the participation in the group activity. 


3v way of brief summary, it has been pointed out that the ther- 
apeutic value of group therapy is now recognized by a large num- 
ber in the psychiatric profession. It is a useful instrument in de- 
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sensitizing a patient to his mental illness; it may serve to relieve 
him and his relatives of the stigma of hospitalization in a mental 
institution, and it affords an outlet for the socialization so desper- 
ately needed by many neuroties and improved psychotics. 

‘The writer’s research studies in this field, extending over three 
years, were found to corroborate several statements by Federn in 
his article, ‘* Psychoanalysis of Psychoses,’’ published in Volume 
i7 of THe Psycutarric QuarTERLY in 1943. The writer agrees with 
him that ‘*it is not astonishing that most psychoties relapse at 
home or elsewhere when left without continuous support of trans- 
ference,’’ and again, ‘fone wins the normal transference of the 
psychotic by sincerity, kindness and understanding. ’’ 

The former need, continuous support, may be obtained through 
group therapy and the latter, good rapport with the patient, is es- 
tablished if the therapist is sincerely interested in the group, Many 
startling examples of the ‘‘carry-over’’ into life situations might 
be cited, such as one patient in a hypomanic state who writes, ‘‘] 
am using my A B C so as not to get out of control,’’ or a depressed 
patient in a hospital saying, ‘‘I wish | had a blackboard so as to 
show you how | feel.’’ In several instances, a patient who has not 
attended the group for over a vear because of satisfactory home 
adjustment, has voluntarily returned when confronted with some 
problem. 

spontaneity is capitalized upon in this group, so that each week 
unexpected situations arise. One may be a dramatie episode such 
as a violent temper outburst, or a case of extreme negativism, or 
an epileptic seizure. Never a dull hour; we even laugh at our- 
selves. All such experiences are used as points of discussion, and 
in this way are made of educational value. Furthermore, empha- 
sis is consiantly placed on that part of the patient’s personality 
which is normal. Probing into underlying emotional conflicts is 
done sparingly, only insofar as the patient has ego strength to 
accept the results. Frecuently, this means that his adjustment is 
on a superficial level; but in many eases it is better to achieve this 
surt of adjustment and have it work than to risk disintegration of 
the personality. 
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In conclusion, it may be stated that the group treatment under 
discussion has met in a practical way the needs of many patients 
leaving state hospitals. It is a therapy which provides at the same 
time, the desirable support, the emotional stimulation, and that 
re-edueation which is vital to a patient’s adjustment. 


Department of Psychiatry, College of Medicine 
University of Illinois 
Chicago, Il. 
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THE ROOT OF OUR EVILS 
I. A Sensitive, INTELLIGENT PATIENT Views A STATE THOspirar 


‘‘The Snake Pit’’ is a best-selling novel. It is a fictionalized fragment of 
autobiography ; it is what its author reealls of the facts and fantasies of 
her life during a psychotic episode at a New York State hospital. It seems 
quite likely that in writing it,* Mary Jane Ward has performed a public 
service for mental patients, and for those in public institutions in particu- 
lar, which will be recognized eventually as comparable to that accomplished 
38 years ago when Clifford Beers wrote ‘‘A Mind That Found Itself.’’ 

‘*The Snake Pit’’ is the tragic drama of a State hospital as it appears to 
the patient. It is by no means a pleasant performance. Mrs. Ward’s hero- 
ine found herself in a place which smelled like a zoo, and was inhabited by 
ill-mannered and peculiar persons who snatched her unappetizing and not 
too plentiful food from her before she had barely tasted it. It was some 
time before she realized that she was in a mental institution and had been 
there for six months, 

Mrs. Ward does not paint a flattering picture of us. But she paints an 
honest one. Her heroine did not enjoy her food, her fellow-patients, her 
therapy or her interviews with her doctor. She hated the smells, hated 
waiting in line to go to the toilet, hated the taste of paraldehyde. She 
hated tubs, camisoles, wet packs and the complete lack of privacy. She 
pitied the wretches she was foreed to associate with, and feared some ot 
them. She thought electric shock therapy was electrocution. She was ter- 
rified by staff meeting—and bit the finger of a tactless interrogator who 
shook it in her face. It is a fascinating and exceedingly well-written story. 


A Patient Fails to Blame the Personnel 


But Mrs. Ward does not blame the hospital’s capable, devoted and over- 
worked doctors for these conditions—as is the general custom. She does 
not blame an administrative system which is understaffed. She does not 
levy general charges of inefficiency or callousness or graft. She does not 
depict the legendary brutal attendant—a sadistic nurse was an exception, 
not the rule in her hospital. She does not denounce ‘‘state medicine,’’ or 
‘*the system’’ or see imaginary politics. She does not make the usual 


*«The Snake Pit.’’ By Mary Jane Ward. 278 pages. Cloth. Random House. New 
York. 1946. Price $2.50. 
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charge that publie mental hospital physicians are incompetents, indifferent 
to the welfare of their patients and interested only in their personal eco- 
nomie advancements. Her picture is as fair and objective as any such docu- 
ment could be; and knowing how we appear to such an intelligent and 
sensitive patient should be good for us. In at least one of New York’s 
public mental hospitals, Mrs. Ward’s book has already been made required 
reading for all students of nursing and members of attendants’ classes. 

We think most readers of ‘*The Snake Pit’? will put the blame for the 
conditions Mrs. Ward found right where it belongs. That is very much in- 
deed to the good. And it is very much indeed to the good that sueh a book 
has been published right at this time. 


ll. We SEE SIGNS OF A PROJECTION MECHANISM 


lor the past few years, certain groups and individuals with axes of their 
own to grind have been heaping attack upon attack on the medical prac- 
titioners ef the public mental hospitals, maintained by the states and the 
nation. Economie pressure on the private practitioner of medicine has 
been increasing in what seems like almost geometric progression. The costs 
of a medical education have multiplied in a generation; the costs of special- 
ization and the vears required for specialization have multiplied also; so 
have the costs of office equipment and operation. This matter has been re- 
viewed and discussed so much that it seems almost silly to mention it, vet it 
is necessary to point to the economic basis of the debates over ‘‘socialized 
medicine’’ if we are to understand the motivation of many of the attacks on 
psychiatry. The patient has been squeezed economically as well as the doe- 
tor. As medical science gained, the ability of the patient to pay for first- 
class treatment lessened. If we may be pardoned for thus reviewing the 
‘A. B. C.’s”’ of current medical economics, we have done so beeause it seems 
desirable to say—and with considerable irritation—that much as we sympa- 
thize with our colleagues in private practice who face pressing economic 
problems, it has become slightly wearisome to have institutional psychiatry 
blackened, libeled and otherwise misrepresented by persons who eonceive 
that an attack on the publie mental hospitals is the best way to fight ‘‘the 
menace of socialized medicine.’’ We do not intend to become involved in 
the ‘‘socialized medicine’’ controversy ; we are not now involved in it; it is 
quite bitter enough without us; but we should like to point out to our bat- 
tling colleagues that psychiatrists in publie service have never tried to solve 
their own problems by preaching to the public at large that surgeons are 
blood-spattered sadists; anesthetists, drunken irresponsibles ; internists, in- 
competent as a class; and general practitioners, general bunglers as well, al- 
though we know individuals in these groups whom the shoes would fit. 


APRIL—1946—L 
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We Raise the Question of Professional Ethics 

We think it is time that medical people who are not in our specialty try 
to recover enough use of their professional ethics to stop blackening our 
reputations, hampering our training efforts, shaking our patients’ confi- 
dence and retarding their recoveries, creating unjustified fear and worry 
among patients’ families, and—among other things—interfering with treat- 
ment by setting up such a fear of the mental institution that relatives’ con- 
sents cannot be obtained when such things as ‘‘shock’’ therapy are indi- 
eated. We think it is time, too, for our non-institutional colleagues to take 
up their share of the burden of discouraging such lay criticism, publie and 
private, as is based on partial information or misinformation or is inspired 
by malice or abnormal mental trends. 

There is no wish on our part to discourage informed eriticism or to re- 
sent even the most sweeping kind of investigation. We do think it is rea- 
sonable to ask that the blame for any abuses be put where it belongs. It 
was an unpleasant experience when the Moreland Act Commission investi- 
vated the institutions of our own State in 1943 and 1944; but psychiatrists 
concerned with improving the care and treatment of publie charges realize 
that that sort of inquiry is one of the best ways to arouse the publie and leg- 
islators to provide the means of improvement. The investigation was not en- 
joyed but was not resented; it led to substantial improvements, even in the 
greatly disturbed conditions of the war years; and steady progress is now 
continuing in matters ranging from intensified training and research to im- 
proved dietaries, more intensive treatment and the provision of many 
ereatly-needed modern buildings, 


Yes Indeed, It Sounds the Same—from A. M. A. to Burlingame 


But the commission’s useful report was used by ‘‘The Journal of the 
American Medical Association’’ as the basis of an editorial on the ‘‘ political 
eare’’ of the mentally ill in our hospitals,* which distorted and misrepre- 

*J. A. M. A., September 2, 1944, p. 33. 
sented the content, drew unjustified inferences, and generally violated at 
least half a dozen important principles of editorial ethies, to libel and vilify 
this Department, its administrators, physicians and nurses, as a means of 
fighting the ‘‘ Journal’s famous phobia, ‘‘ political medicine.’’ 


It should be noted that other than the states’ institutions have been under 
fire. One presumes that the American Medical Association ‘‘Journal’’ 
would call the United States Veterans’ Bureau an example of ‘‘ political 
medicine.’’ Yet when the national commander of the American Legion at- 
tacked it recently, it was precisely because the bureau was not indulging 
in ‘‘ political medicine ;’’ it was because the bureau declined firmly to locate 
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its new hospitals where political or pressure groups wished to dictate but 
insisted on placing them where veterans could have the best medical 
attention. 

Precisely what the opponents of ‘‘ political medicine’? mean by the term, 
and others used to like effect, is not clear to us. Dr. Roy B. Henline, retir- 
ing president of the Medical Society of the County of New York, in a de- 
nuneciation to the annual meeting of the society on May 27, 1946, attacked 
city, state and federal agencies alike,* which is certainly striking out a 
littke wildly in all direetions. Dr. C. Charles Burlingame, psyehiatrist-in- 
chief of the Institute of Living, Hartford, is, regrettably, more specifie.t 

Dr. Burlingame—an old friend whom it is grievous to see in the ranks 
of Tuseany, carrying shield and spear—makes it plain that in the field of 
‘*nolitieal or socialized medicine,’’ the outstanding horrible example is psy- 
chiatry; in fact, he presses this point with an ardor which practically dou- 
ble-dots his ‘‘i’s’’ and double-crosses his ‘‘t’s.’’ We respectfully suggest 
that in the process, he has neglected logic, has forgotten facts, has disre- 
garded economies, has overlooked popular psychology, and has tortured 
semantics. 

The doctor thinks ‘‘. . . if we take the country as a whole, it is safe to 
say that only a small fraction of present-day knowledge in psychiatry is 
made available to the greater percentage. . .’’ of America’s 600,000 hos- 
pitalized mental patients. Where is the logic in this unless Dr. Burlingame 
can also show that more than a similar ‘‘small fraction’’ of present- 
day knowledge in surgery and internal medicine ‘‘is made available’’ to 
the country’s comparably ill medical and surgical patients who are under 
the care of private, not public medicine? That cannot be demonstrated, of 
course, because it isn’t so (hence, one source of pressure for ‘‘socialized”’ 
medicine). What little evidence there is, is to the contrary. Persons with 
serious mental disorder eventually become socially unacceptable; commun- 
ity pressure then sends them to institutions, usually public ones, where they 
are at least prevented from doing harm to themselves or others. Can pri- 
vate medicine, through no fault of its own, point to even so good a record, 
when innumerable persons with physical disorders seek treatment too late 
or fail to seek it at all because they cannot afford to pay for modern medi- 
‘al eare—or because health education programs have failed to make them 
aware of their need for it?) We think there is not only the painful lack of 
logie we have pointed out in this argument but that it implies something 
which is not a fact. 


*N. Y. Times, May 28, 1946. 

tOne Hundred and Twenty-second Annual Report, The Institute of Living. (The 
Neuropsychiatric Institute of the Hartford Retreat—-Founded 1822.) Hartford, April, 
1946. 
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‘“Free Enterprise Medicine’’ for the Mentally Il1—A Fantasy in One Act 

Dr. Burlingame thinks ‘‘free enterprise’? medicine might well question 
m . whether it has shirked its obligations by sloughing off the care of the 
mentally ill. . .’’ If any appreciable part of ‘‘free enterprise’’ medicine 
ever recognized that it had any obligations toward the hospitalized mentally 
ill, this has been overlooked by the medical historians. There have been many 
honorable exceptions; but, as Dr. Burlingame himself remarks, ‘* Psychia- 
try ... grew out of the jails and the poorhouses. ...’’ (which certainly 
are not branches of medicine). It took hundreds of years to convince most 
practitioners that mental disorders were medical disorders; and even tuday, 
the woods are full—including the backwoods of places like the sidewalks of 
New York—of physicians who think that all that is the matter with a hy- 
pochondriac is his *‘imagination’’ and that he could be well if he would 
‘‘just forget it.’> If ‘* free enterprise’’ ever had assumed obligations for the 
eare of the mentally ill, just how would ‘‘free enterprise’? meet them to- 
day? We do not pretend that the following treatment is statistical ; it takes 
no account of patients in such institutions as Bellevue or the psyehiatrice 
pavilions of certain general hospitals where many patients are charity pa- 
tients or treated at less than cost; but it does give certain general indiea- 
tions. There is a, necessarily incomplete, ofiicial report on how the expenses 
were met for 78,539 New York State mental patients in 19 civil State hos- 
pitals, three federal government hospitals and 27 private licensed institu- 
tions as of March 31, 1943. The State and federal governments fully :up- 
ported 63,185 or about 82 per cent. On that date, the private licensed hos- 
pitals had 1,452 patients or less than 1.9 per cent. Supposing these patients 
all to be seli-maintained, which we know is not the case because of endow- 
ments and charitable contributions, the figures indieate definitely that less 
than 2 per cent of the seriously incapacitated mental patients in the State 
can support themselves or be supported by relatives in the comfort of pri- 
vate institutions. .\ newspaper article signed by Dorothy Dunbar Brem 
levy in the ‘‘New York Herald Tribune’’ of June 2, 1946, gave the current 


Oc 


costs of treatment and maintenance at Hillside Hospital, an endowed, pri- 
vate licensed institution in Queensboro, New York City, at $45.42 a week, 
a very moderate per capita cost indeed; the article added that 6 per cent 
of Hillside’s patients last year paid nothing at all; 5 per cent more, frotm 
$6 to $11 a week, and 60 per cent more, various sums less than cost. We 
should all like to give comparable care and treatment to all mental patients. 
But if ‘‘free enterprise’’ medicine were unexpectedly to decide today to 
quit shirking an obligation it never has reeognized, just how would it go 
about handling a second economie problem as serious as the one it is at 


present unable to solve?) We can imagine no greater nonsense than to sup- 
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pose it could provide the huge plant and equipment required if 80,000 or 
more State hospital patients in New York State were to be housed and 
eared for as they are said to be at Hillside and then provide (at something 
like Hillside’s charges) more than $184,000,000 a vear for their treatment. 
The meanest intelligence would recognize that only a handful of patients’ 
families could afford $2,300 a vear or so; such a medical bill could reduce a 
family in mueh better than average comfort to subsistence level, imperil 
the health of well relatives, and deprive children of educations. 

It must be emphasized that Hillside’s charges are moderate. A first-class 
New England private mental hospital now quotes a rate of $80 a week with 
no appreciable ‘‘extras.’’ Would New York physicians eare to raise $332,- 
800,000 a year for the annual care—at $80 a week—of 80,000 patients? For 
the less than 2 per cent now in private licensed institutions, how many fam- 
ilies could pay $4,160 a vear? Even if such fantastic eeonomies were real- 
izable, is it seriously contended that it would be better for ‘‘ free enterprise”’ 
medicine to extend this vast charity than it now is to raise the money by 
taxation. 


III. No, Tuey Are Nor Aut. Gong, THE O1p FAMILIAR FACES 


An attack on the public mental hospitals from another and more familiar 
angle, the picture of the old-time asylum, with brutal guards, incompetent 
doctors uninterested in the patients and seeking only economic advantage 
for themselves, mistreated patients living in misery—all the old material re- 
painted and put in a modern frame—was presented to a wide publie in 
Ellen C. Philtine’s much-publicized novel, ‘* They Walk in Darkness.’’** A 
year ago, this novel created something of a sensation. Written by the wife 
of a State hospital physician, it is the story of a young psychiatrist and his 
wife during their stay at a State institution. In the novel, the young wife 
does not like the institution; she fears the patients; she dislikes her hus- 
bands’ colleagues and dislikes their wives even more; she does not like the 
staff quarters or anything about her personal living conditions. This book 
was a piece of fiction in which the characters were lifeless but bitter carica- 
tures in surroundings of totally unrelieved misery. Because the author was 
advertised as the ‘‘wife of a well-known psyehiatrist,’’ this violently dis- 
torted picture was accepted by many as true and was circulated widely. 


IV. How ‘‘Georce Was Ki’? AND OTHER SLANDERS 


We think, however, that the height of dis-service both to ourselves and 
our patients was achieved in an article in a recent issue of ‘‘Life,’’ a maga- 


*They Walk in Darkness. By Ellen C. Philtine. 388 pages. Cloth. Liveright Pub 
lishing Corporation. New York. 1945. Price $2.50. 
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zine with a national cireulation.t In an intemperate and unmeasured de- 
nunciation, Albert Q. Maisel’s opening paragraph relates that on the stone 
wall of ‘‘a basement ward appropriately known as the ‘Dungeon,’ ”’ in a 
Philadelphia institution, ‘‘one can still read, after nine years, the five- 
word legend, ‘George was kill here 1937.’ ’’ ‘‘This pitiful memorial,’’ the 
writer calls it in opening his next paragraph; and, though he avoids the di- 
rect statement like any good reporter, he goes on through seeond, third and 
fourth paragraphs to indicate that he aecepts ‘‘George’s’’ murder as a fact. 
We have seen six laymen reading this article, of whom five immediately ac- 
cepted the killing of *‘George’’ as an unquestionable fact. 

For the benefit of the author and of ‘‘Life,’’ let us say emphatically that 
we are not denying that ‘‘George’’ was murdered. For all we know 
‘*George’’ may have been tortured to death as well as murdered; such 
things have happened and do happen. But Mr. Maisel does not refer in 
his article even to the possibility that ‘‘George’’ was not murdered. If he 
is aware that, in the absence of positive evidence, there is also not only a 
probability but a 1,000 to 1 probability that ‘‘George’’ was not murdered, 
he makes no mention of it. Mr. Maisel makes reference to ‘‘my own ob- 
servations in a dozen hospitals;’’ he is credited with past work of impor- 
tance in bringing about improvements in Veterans’ Administration hos- 
pitals; and we do not question his work. We agree, however, with Com- 
missioner Frederick MaeCurdy, M. D., of this Department, who, addressing 
the Rome Rotary Club on May 16, 1946, declared the author was ‘‘either a 
zealot or a man without a sense of honesty.’’* We think it is charitable and 

*Rome Daily Sentinel, May 16, 1946. 
ethical to assume that he is an honest zealot who didn’t understand a frae- 
tion of what he observed, and didn’t even know that he didn’t know what 
he was writing about. It is also charitable to assume that publication was 
approved by an editor who aims to be a responsible person but doesn’t 
know that to write or publish an article of this sort one should have a 
knowledge of at least the elementary facts about dynamie psychology and 
psychiatry. 


An Old, Old Mystery Thriller—* The Hallucinated Murder Case’’ 


If these gentlemen did know what they were writing about and failed to 
mention it to their huge audience of lay readers, we consider the Commis- 
sioner’s alternative to zealot to be a very mild term for them. For the benefit 
of innocents—and one hopes the term includes author and editor—imag- 
inary, i. e., hallucinated and delusional, ‘‘Georges’’ have been killed by the 


tBedlam 1946. Most of U. 8. Mental Hospitals Are a Shame and a Disgrace. By 
Albert Q. Maisel. Life, May 6, 1946, p. 102, 
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tens and hundreds of thousands in mental hospitals from time immemorial. 
Misinterpretations in sick minds of real events add to this tremendous total. 
A natural death is murder by a doctor. The removal of a patient to an- 
other ward is dragging him off to execution. A patient beaten by another 
patient is seen as brutally beaten by two attendants. Attendants steal pa- 
tients’ belongings. Doctors inject poison into the veins. The hospital is a 
foul conspiracy to rob, imprison and kill inoffensive persons, 


Honest Ignorance or Something Else? 


So ‘‘George’’ may have been ‘‘kill.’’ If Mr. Maisel and the editor who 
approved his article do not know that the mental hospitals are full of abused 
and tortured and murdered delusional ‘‘Georges’’ and that this is one of 
the principal reasons that it is so difficult to detect and punish the occa- 
sional real brutality, they need primary schooling in the faets of mental 
disorder. When a patient has been hallucinating murders and lesser bru- 
tality for years, it is no easy thing to tell his report of a real occurrence 
from an hallucination. We do not seek to minimize the number of real oe- 
currences; there have been too many—but they are most amazingly few 
compared to the numbers commonly supposed by the uninformed, and 
compared to the numbers which the reader must infer from any article such 
as that by Albert Q. Maisel. We repeat, for Mr. Maisel’s benefit, that de- 
lusions of persecution—of abuses of all sorts up to and including murder— 
are among the most commonly encountered of all mental symptoms. Few 
judges, even without specialized knowledge of mental disorder, would be 
likely to admit eye-witness testimony of legally incompetent patients from 
a disturbed ward where brutalities are most likely to occur; few jurors 
would credit such testimony if they heard it; to present it in print, to im- 
ply that it is fact, to omit all mention of delusions in connection with it is 
an act of ignorance—or something worse. 

We have no disposition to deny or to minimize any facts in the report 
by Mr. Maisel. He gives the details of a seandal in the Ohio mental hos- 
pitals which Dr. Frank F. Tallman was ea!!ed in to clean up. As State 
Commissioner of Mental Hygiene, Dr. Tallman has been cleaning up and 
making a good job of it. Mr. Maisel does not note, as he might have, that 
Dr. Tallman had had years of training as administrator and clinical diree- 
tor in the excellent New York State hospital system. He does not note 
even that New York has an excellent and progressive system. Ie mentions 
the New York State hospitals, in fact, only to record testimony of consci- 
entious objectors that patients were beaten by attendants, that mechanical 
restraint was overdone, and, that windows broken in summer were left un- 
repaired in a war-time winter. Even if one assumes that this ‘‘testimony”’ 
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ean be taken without reservation and without taking into account the pe- 
eculiar viewpoints which kept these young men from entering the services, 
common regard for justice would seem to have required the author to point 
out that the New York reports at least were of conditions in war-time when 
there was an extreme and unprecedented shortage of medical and ward per- 
sonnel—and that there were few sueh incidents even in war-time. 


V. Trey ACCENTUATE THE MEDICAL 

What we find in common in all these attacks is that they center on the 
medical personnel of the publie institutions. When the ‘‘Journal of the 
American Medical Association’’ leads the charge, ‘‘ political medicine,’’ not 
‘*politics,’’ is under fire. Dr. Henline blames ‘‘Government medicine,’’ 
not ‘*Government.’’ Dr. Burlingame gives us a choice of ‘*‘ political or so- 
cialized medicine,’’ not of ** politics or socialism.’’ Ellen Philtine’s bitter, 
erusading novel hurls its most concentrated vitriol in the faces of the 
hospital psychiatrists. Mr. Maisel’s unfair and misleading article presents 
data from whieh he should have been able to see where responsibility for 
abuses lay; he has either failed to see, however, or he has failed to present 
his data fairly. Ie, too, singles out the hospital administrators and the medi- 
eal staffs. He thinks there have been some ‘‘outstanding superintendents’’ 
who have ‘‘managed to raise their institutions to a decent level despite low 
pay seales and heavy overloads ;’’ and he says he has ‘‘seen numerous men 
and women physicians doing jobs of truly heroie proportions;’’ but he 
adds that others are ‘‘ineompetents, alcoholics and psychoties’’ (without 
giving specific evidence to that effect) ; and it is this comment, not the note 
on heroism, which ‘‘ Life’? chooses to headline: ‘‘TOO MANY DOCTORS 
ARE INCOMPETENT.’’ And the author makes the familiar charge which 
will be discussed later: ‘*The inadequacy of the patients’ food is often ag- 
gravated by the assigninent of the finest foods to the hospital staffs.’’ Again, 
blame medicine! 


The Almshouse Attitude Is to Blame 
In Dr. Burlingame’s attack on ‘‘politieal or socialized medicine,’’ he 


gives plainly enough the basie fact which elearly indicates where the 
blame for surviving abuses belongs. ‘‘Psyehiatry . . . grew out of the 


Jails and the poorhouses,’’ he observes. The logical conclusion, which he 
does not make, and the historie fact, which he does not mention, are that 
psychiatry had to struggle and is still struggling after more than a century 
to rid itself of the lingering, penetrating odor of the jail and the poor- 
house. In the days of predominantly agricultural and frontier economy, 
to go to an almshouse was as great a disgrace as to go to jail. What was 
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eood enough housing, food and clothing for a jailbird was good enough for 
a pauper. Medicine did not take the mentally ill out of the almshouses and 
put them immediately into hospitals. The intent was there; and the change 
of name is deceptive. But medicine, in fact, went into the almshouses it- 
self; it had to. When Amariah Brigham left the Retreat for the Insane in 
Hartford to become the first superintendent of the New York State Lunatic 
Asylum at Utica, he thought of it as a hospital and intended it to be a model 
hospital. 

But the legislators who appropriated the money for it and the people 
who elected those legislators thought of it as a combined almshouse and jail 
for Insane paupers, with a couple of doctors for the ‘‘really’’ sick ones. That 
it heeame a true hospital instead, and a model one for its day, was almost 
solely the achievement of the genius of Amariah Brigham. 

When Drs. Amariah Brigham and H. A. Buttolph took charge of the Utica 
Asylum, nobody expected doctors to dress, or to be housed or fed on the 
‘‘almshouse’’ inmate level (which in that agricultural day was closer to 
the general average than modern jail or poorhouse accommodations are to 
the general average of today). For more than a century, Brigham and his 
successors as New York State asylum and hospital heads, have been striving 
to bring the maintenance of the mentally ill in their charge higher and 
higher above the almshouse level. Standards of feeding have been im- 
proved ; more and better varieties have been obtained; a healthful diet has 
been reached ; under Commissioner MacCurdy a central organization for the 
sole purpose of the further improvement of dict has been put to work. More 
money will be spent, standards of preparation and service will be raised ; 
eadeavors to make institution food more appetizing as well as more health- 
ful will be intensive. 

There are two points here for our critics. First, there has been an un- 
remitting, up-hill fight for more than a hundred years for the funds with 
which to treat sick people more like sick people and less like paupers. It 
has been a fight against the ‘‘almshouse attitude’’ all the way and on every 
level from apathetie public to skeptical legislator and, sometimes, indiffer- 
ent or opinionated Governor. It is a fight we shall continue. Second, we 
have not aggravated, certainly not in our State, the inadequacy of the pa- 
tients’ food by assigning the finest—or by assigning any part of it—to our 


staffs. Mr. Maisel’s example of comparative staff and patient menus is 
from Pennsylvania ; but the inference is general and the complaint is a com- 
mon one—it is frequently made, for instance, by intelligent paraneid pa- 
tients who do not know or cannot believe the facts. 
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VI. We Do Nor Streat Our Patients’ MEALS 

The facts are that the medical officers and all other employees in the New 
York civil State hospitals pay for their own meals. The State pays for the 
patients’ meals; and the Legislature limits what can be spent for them. 
Menus intended to be satisfactory to the various medical and employee 
groups are drawn up; the State obtains the food; and every single person 
on the payroll pays the State for the food in the meals he eats and the cost 
of preparing it; he pays for vegetables, milk or eggs from a hospital farm, 
Just as he pays for meat the State buys from the packing houses or for ex- 
pensive items which the State does not see fit to provide for the patients but 
which officers and employees want and are willing to pay for. The food of 
patient, medical officer and non-medical employee is produced or purchased 
in quantity for all, not drawn from a common, limited supply so that one 
vroup can improve its diet at the expense of the others. It may or may not 
be good Christianity or good democracy for one man to have good meals, his 
neighbor fairly good meals and a third neighbor rather poor ones; but if 
there can be any just criticism of the differences in staff and patient menus 
in the New York State mental hospitals, it must be based on religious, 
ethieal or political grounds and must involve the whole American social and 
economi¢ system, the farmer and the factory worker, the millionaire and 
the slum dweller. It is a faet that self-supporting staff members and other 
Department employees do not choose to eat the diet which the ‘‘almshouse 
attitude’’ of the publie and Legislature sometimes provides for patients ; but 
we do not steal the patients’ food. The items we are known to want and the 
amounts we are willing to pay are considered both in purchasing foods and 
in raising farm products; these are bought and raised in addition to the 
food provided for the patients, which must be within such limits as appro- 
priations allow. 


Mr. Maisel Might Try It Himself 

We are not goine to argue religion, or socialism or abstract justice with 
Mr. Maisel. We are simply weary of these often-repeated statements and 
implications, both libelous, that we dine well at the expense of the patients. 
We work for our livings, and we pay for our food with the money we earn, 
like other employed Americans. Furthermore, we have worked for years 
to obtain the money, the equipment and the skilled help to improve the diet 
of neighbors who do not eat any too well, that of our patients. Considering 
relative numbers, it would do the patients little good were officers and em- 
ployees to turn in the food, which they have bought and paid for, at the 
general kitchen and then eat with the patients. We are no more obligated 
to do such a thing than is Mr. Maisel. 
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VII. Tentative DIAGNosis—AcuTE ANXIETY, PARANOID TRENDS 


There is something almost resembling the paranoid about many of the 
recent attacks on public mental hospital psychiatry. There is certainly 
something irrational at least in the emotional attacks on the public mental 
hospitals which arise when physicians in private practice are under pres- 
sure economically. They show at least a strange inability to understand the 
common meaning of words when they hurl such epithets as ‘‘state,’’ ‘‘ po- 
litical’’ and ‘‘socialized’’ medicine at us. As we have always heard these 
terms defined, they refer to some sort of medical hierarehy whieh would 
control every relationship between doctor and patient from selection of 
physician and authorization of treatment to the payment of compensation 
or the setting of fees. Mental hospital psychiatrists work in no such frame- 
work; they are in a publie health service in what we usually call a ecapitalis- 
tie democracy; they are no more ‘‘socialized’’ than is the United States 
Coast Guard. 


VIII. Wov.p Ovr Critics Care to ComMPpETE— 
STRICTLY PROFESSIONALLY, THAT Is? 

As for the recurring charges that our psychiatrists are incompetents who 
fear to engage in the economic competition of private practice, the aeccusa- 
tions parallel exactly those of our most paranoid patients. That of incom- 
petence can be readily disproved in our State by any professional person 
who will consider the rigid requirements of the New York civil service. As 
for fear of competition, there are other competitions than the econemic. 
Would some of the exclusive private-practice, ‘‘rags to riches,’’ society prac- 
titioners like to enter the kind of competition which is meticulously re- 
stricted to professional matters and which all our medical staff members 
are engaged in? We feel that it is time we had cooperation, rather than 
hindrance from our colleagues in solving problems at least as difficult as 
theirs in our own specialized field. And we feel that we have the right to 
ask the lay investigator and writer on our problems, first, to be sure he 
knows what he is talking about and, second, to put the blame for unsatis- 
factory conditions where it belongs. 

It is here, we repeat, that we feel Mrs. Ward has done us a service in 
writing ‘‘The Snake Pit.’’ Her heroine had a most unpleasant time; the 
food in particular was difficult for a sensitive woman, used to comforts, to 
eat. But, with few exceptions, she met tolerant, if overworked and dis- 
traught, nurses and attendants. She had the best of medical attention, in- 
eluding months of intensive psychotherapy. She found all but one doctor 
kind and sympathetic, that one merely tactless because of a misunder- 
standing. 
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IX. Tue Lack, Nor tHe Love, or MONEY 


We think Mrs. Ward’s readers will understand that our hospitals make 
a genuine effort to care for and heal the mentally ill. We believe they will 
understand that there is a general aim to be kind and to cure and that many 
are cured. We believe they will see the financial aspects of the problems, that 
the lack of money is the root of our evils, that lack of money means poor 
choice of food, poor cooking, poor serving; we believe they will see that the 
smells and the damp exist for the same reason, and that the scarcity of at- 
tendants and nurses has the same root. We believe Mrs. Ward’s book will 
help to correct the ‘‘almshouse attitude’’ of many persons who are in rea- 
sonably comfortable circumstances but who could not afford today to send 
a mentally-ill relative to a high-priced, faney-named private institution. 
With Commissioner MacCurdy’s administrative reforms and Governor 
Dewey’s post-war building program, we may get New York’s mental pa- 
tients, long painfully approaching the door, clear out of the almshouse at 
last. And such a work as Mrs. Ward’s may go a long way toward convine- 
ing the kind of people we need to convince of the means to keep them out. 


X. Our THANKS SEEM TO BE INDICATED 


With campaigns which—whatever their aims—are caleulated to ‘‘con- 
tinue to starve the hospitals, then blame the psychiatrists for the mess ;”’ 
and sewer sludge continually hurled our way by economically-pressed col- 
leagues and half-informed, non-professional zealots, ‘‘The Snake Pit’’ could 
not have appeared at a better time. We think the public mental hospitals 
may owe a vote of thanks to Mrs. Ward for writing it, to Random House 
for publishing it, and to the Book of the Month Club and ‘‘The Readers 
Digest’’ for seeing that it has had a wide and, we suggest, effective distri- 
bution. 


[Eprror’s NoreE—THE PSYCHIATRIC QUARTERLY is departing here from established 
editorial practice to announce that each of the nine members of its editorial board 
strongly approves of the foregoing editorial as a whole and in detail. Thanks are due 
for their interest and for a number of suggestions which have improved the presenta 
tion. All members who had not worked on the original draft commented, without con- 
cert among them, from individual sets of proofs. We note this here, not only because 
it is powerful support for our belief that we are reporting the facts and their signifi- 
cance as workers in the New York State institutions see them, but also because unani- 
mous agreement of a publication’s editors on any subject so explosively controversial 
is so close to unheard of that we think the fact in itself ought to be put on the record. ] 
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Mental Disorders in Later Life. Oscar J. Kapian, Editor. 436 pages. 
Cloth. Stanford University Press. California. 1945. Price $5.00. 

A book on the mental disorders of the senium has long been wanted. 
Articles have appeared in literature from time to time but the time is now 
ripe for a more extensive treatment of the topic. It is well done in Dr. 
Kaplan’s book captioned here. 

There are numerous well-known contributors such as Karl Bowman, 
Norman Cameron, Eugene Davidoff, Horatio M. Pollock and others. Each 
contributes a chapter on some special phase of the senile psychoses with 
which he has been familiar and with which his name is associated. 

The important subject of senile psychoses and cerebral arteriosclerosis is 
treated by Dr. David Rothschild. The chapter begins with an historical 
review followed by a diseussion of senile psychoses and psychoses of arterio- 
sclerosis. .A very good description of the anatomical changes distinguishing 
each of the two conditions will be found in this chapter, and there are sev- 
eral plates showing microscopical changes. The latter, however, are not 
very clear and might well have been omitted. But Dr. Rothschild is a 
laboratory man and one must expect that he would wish to illustrate his 
article with plates. His verbal description is mueh better. He deserves 
commendation also for an appreciation of the clinical signs and manifesta- 
tions, 

Dr. Horatio Pollock gives, as is his custom, an excellent statistical re- 
view of mental disorders in later life. .A few well-chosen tables show the 
relative frequeney of these disorders in the general population at various 
ages. They indicate that, since 1920 the occurrence of senile psychoses di- 
agnosed in first admissions, has risen from 4.5 males and 8.0 females to 10.1 
and 14.8 respectively per 100,000 in the general population of New York 
State; and from 231 males and 415 females in the admissions per 100,000 
in 1920, to 681 and 1,017 respectively in 1942. The incidence of arterio- 
sclerotic psychoses in the State of New York was more than four times as 
high at the end of the same period of 22 years as at the start. The medical 
profession has taken much pride in its success in extending the life span 
which, on the average, was only about 42 years not so long ago. At that 
time there were relatively few aged persons in the community. All the 
advances in medical science have tended to prolong living and one can see 
how, with these forees operating, the time will come when the aged will 
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greatly exceed the younger and more able-bodied. This is the answer to the 
apparent increase in such diseases as cancer, arteriosclerotie disorders and 
heart disease. They are diseases that go along with old age and must in- 
evitably increase proportionately as the number of the aged in the general 
population grows larger. 

Dr. George A. Jervis, in treating of the pre-senile psychoses, sees them 
as occurring in two groups: The first he designates as primary, a term 
which he uses in the same sense as idiopathic, although he recognizes that 
it is variously used by other writers. In the secondary group, he would 
include arteriosclerotic, syphilitic, neoplastic, toxic and other types, in- 
cluding the traumatic, finding that the age factor is contributing unim- 
portant features only. 

Dr. Norman Cameron has contributed an interesting chapter on the neu- 
roses of later maturity. He is interested in what might be called the psy- 
chosomatie aspects of senescence. The degree and mode of acceptance of the 
physical changes which accompany old age vary considerably and appear 
to depend upon one’s former or pre-morbid attitude toward the body’s 
competence and appearance. The skin and its appendages possess high 
narcissistic value. They are among the first structures to show the effects 
of advancing age. Cameron finds that both men and women often become 
keenly sensitive over their progressive loss of attractiveness and sometimes 
develop paranoid trends, believing themselves to be avoided or believing 
that others cease to care for them and/or dislike them because they are 
becoming unattractive. The aged are often called upon to endure, and to 
adapt themselves to, radical changes in living conditions, in occupation, in 
place in the business and social world, at a time when comparative inflexi- 
bility, conservatism and intolerance of change are beginning to be empha- 
sized. Writers on the subject of mental hygiene and preparation for life 
should no longer leave the subject at adult maturity but should see that in 
the later decades the need for self-understanding and for a practical and 
unemotional attitude should be cultivated and maintained. 

Bela Mittelmann stresses this problem in the chapter entitled ‘* Psyeho- 
somatic Medicine and the Older Patient.’’ This author points out that the 
aging process requires emotional adjustment on the part of the individual 
lest conflict, anxiety and a sense of insecurity develop. 

Fred V. Rockwell is interested in psychotherapy in older persons, not 
merely in the psychotherapeutie approach to the treatment of senile dis- 
orders but also in the general treatment required by the aged. 


The book is an excellent text and reference volume which covers the field 
broadly and comprehensively. 
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Lectures on Psychoanalytic Psychiatry. [}y A. A. Bris, M.D. 192 
pages. Cloth. Alfred A. Knopf. New York. 1946. Price $3.00. 

For many ears Dr. Brill has been giving a course of lectures to members 
of the staffs of the New York State hospitals at the Psyehiatrie Institute 
and Hospital. They have, of course, been modified and kept up to date as 
new developments in the field of psychoanalysis and psychiatry have made 
revisions necessary. His was one of the influences which popularized the 
psychoanalytic aspect of psychiatry in the institutions of the State Depart- 
ment of Mental Hygiene but is by no means confined to geographical boun- 
daries, 

There are psychiatrists who say they do not fully aecept Freud’s teach- 
ings, Without realizing that their own psychiatric writings and speech are 
tinctured with it. There are some who would say they do not aceept the 
concept of childhood sexuality; others who say they do not coneur with 
reud’s Oedipus formulation; still others who doubt the validity of a dy- 
namie unconscious. But the elimination of any of these coneepts results in 
an hiatus for which the psychiatrist is not able to supply a substitute. Ii 
one gives consideration to all their criticisms of the Freudian hypotheses it 
can be seen that all these erities are the victims of their own mental biases. 
They are struggling to avoid aecepting a psychiatric system ready-made and 
would inject some of their own ideas into the framework of Freudian psy- 
chology—tfeeling, perhaps that they are surrendering too much of their own 
convictions in adopting another’s ideas. This attitude is, of course, bound 
up with infantile fixations—with the very Oedipus fixation which is so re- 
pugnant to them, 

This series of lectures is most readable and interesting. Dr. Brill has the 


vitt of taking the student into his confidence; and, in that way, demon- 
strated long ago that he is a great teacher. He permits the student to fol- 
low his own reasoning and see how his conclusions are drawn, to the end 
that the student identifies himself with his teacher and has the feeling of 
himself participating in the situation. 

The reviewer knows of no more readable and concise exposition of psy- 
choanalytie psychiatry and believes that every student should make use of 
this text as an introduction to his psychiatric studies. 


Stone Walls and Men. By Rosert M. LinpNer. 406 pages, with index. 
Cloth. Odyssey Press. New York. 1946. Price $4.00. 

While the publie’s consciousness of psychiatry waxes and wanes (almost 
proportionately to war and peace), the popularity of ‘‘crime’’ seems ever- 
increasing. Over half of a dozen of the most popular radio programs deal 
with crime. Detective story magazines and novels make up a darge part 
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of the publishing industry; and the suspense of a mystery story is grist 
for the mill of Hollywood. Whence arises this consuming interest in 
crime? Is is really that we are all ‘‘eriminals’’ at heart? Savages beneath 
a veneer of civilization? This is no doubt a part of the answer: We abreact 
our latent criminal tendencies in drama. For the remainder, one must look 
to man’s curiosity—in the unknown as well as in the morbid—since cer- 
tainly little is known of why some people act out their criminal tendencies 
rather than abreacting, repressing or sublimating them. 

With the advent of psychoanalysis, criminology and psychiatry drew 
closer together. The dynamie approach to crime opened by psychoanalysis 
meant that now criminology, like psychiatry before it, could be studied 
from the point of view of motivation rather than deseription. <A living 
scientific etiology brought with it the increased possibility for the preven- 
tion and treatment of ‘‘criminosis.’’ In this book, Lindner has compiled 
much of the available dynamie (psychoanalytic) knowledge of crime in an 
attempt to throw some light on its nature, causes and treatment. The re- 
sult is a popular treatise on criminology, well-written in Lindner’s usually 
excellent style, and ably presented. 

In a short preface, which he calls ‘‘ A Note to the Reader,’’ Lindner apolo- 
gizes for not assigning credit to the sources of his material. This apology 
is well taken since the book is a compilation and synthesis rather than an 
original contribution. In 25 chapters, he presents various theories of crime 
with an ultimate breakdown into law-breaking (in reality not ‘‘eriminal’’), 
neuroses, psychoses (organic and functional), and psychopathy (‘‘erim- 
inosis’’). ‘‘An orientation,’’ ‘‘a history,’’? and definitions comprise the 
first four chapters; motivation the next six, with psychopathy and aleohol- 
ism occupying separate sections. The remainder of the book is given to en- 
vironmental factors, to the forms of crime, to case histories, juvenile delin- 
queney, justice, and punishment: with especial reference to prisons (in- 
cluding a chapter on sex in prison). 

Lindner is outspoken and courageous in his discussions, unhesitatingly 
attacking mistakes, in crime prevention and treatment, which have long 
masqueraded as established and hallowed institutions. In a logieal and in- 
teresting manner he also reiterates the relationship of crime to the economic 
structure and the identity of the imprisoned psychopath and of our free 
home-grown Fascist. 

There is little to criticize in this book. Lindner still displays his ambi- 
valence to psychoanalysis by his slighting reference to ‘‘the Freudian 
Flyer’’ (this in a book which leans so heavily on psychoanalysis as to make 
it primarily a psychoanalytic criminology!) and to ‘‘the Freudians”’ 





as 


though exeluding himself. And perhaps he should be excluded, since his 
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oversimplified use of Freudian terms and principles, while desirable in a 
popular treatise, nevertheless bears the stamp of insufficient understanding. 
Ilis overoptimism regarding analytic therapy for psychopaths is certainly 
unwarranted. 

A question which arises in one’s mind is whether the author ean justifi- 
ably accept at face value the autobiographies of the criminals whose case 
histories he presents at such great length. This of course is only a minor 
criticism and does not detract from the value of the book. As a popular 
treatise on criminology it is one of the best and is highly recommended. 


Group Psychotherapy: A Symposium. J. lL. Moreno, M. D., Editor. 
304 pages. Cloth. Beacon House. New York. 1945. Price $5.00. 

Group Psychotherapy: Theory and Practice. I}y J. W. KiLArMAN, 
M. D. 344 pages with index. Cloth. Grune & Stratton. New York. 
1946. Price $4.00. 


In all probability, surgery can lay claim to being the oldest form of ther- 
apy employed by man; vet, undoubtedly, psychotherapy (under other 
names, of course) followed closely. And group psychotherapy might well 
have been the first form of psychotherapy, since in the communal living of 
early civilization rites of any kind took place within a group. Advancing 
civilization meant continued socialization ; and, perhaps for the very reason 
of its universality, a scientific group-therapy was delayed until this century. 
With the publication of these two books (and a few which preceded them ) 
we may now say that scientific group psychotherapy has arrived, 

Moreno’s symposium, largely beeause it is a symposium, suffers consider- 
ably from the fault of repetitiousness. Each contributor’s introductory re- 
marks remain as written, and there is apparently an uncritical inclusion of 
everything that was said at the conference on ‘‘The Applieation of the 
Group Method to the Classification of Prisoners’’ in 1932 and at the ‘‘Con- 
ference on Group Psychotherapy’’ of the American Psychiatrie Association 
in 1944. This book represents volume VIII, numbers 3 and 4 of the jour- 
nal ‘‘Sociometry.’’ Re-editing this half a volume of the journal for publi- 
cation as a book would have improved it greatly. The topies covered are: 
‘*Lecture Methods,’’ ‘‘ Analytie Group Methods,’’ ‘‘Psyehodramatie Meth- 
ods (ineluding Sociodrama and Sociometric Methods),’’ ‘‘Musieal Meth- 
ods,’’ ‘‘Danee Methods,’’ ‘‘Motion Picture Methods,’’ and a ‘‘ Historical 
Survey.”’ 

Klapman’s book avoids the pitfalls of a symposium. It is divided into 
three parts: ‘‘I. Historical and Anthropological Considerations,’’ ‘‘I1. 
Dynamies’’ (which leans most heavily on the works of Freud and the re- 
cent papers of Redl), and “‘III. Therapy: Methods of Administration.’’ 


APRIL—1946—™M 
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The bulk of the book is concerned with therapy, and Klapman freely uses 
the contributions of the various workers in this field, quoting (with due 
credit), criticizing, and illustrating with case histories and verbatim tran- 
scripts of procedures. Klapman’s style is interesting; but, unfortunately, 
he tends to be verbose and at times overdramatic. In this book, too, there 
is much needless repetition of contents and there is padding with tran- 
seripts of case histories which occasionally seem to be irrelevant. 

Despite Klapman’s lip-service to ‘‘affective re-education’’ and Moreno’s 
aim at abreaction, the accent in both books is on intellectualization. A]- 
though Freud indicated many years ago that verbalization is an important 
part of psychotherapy and that one should not underestimate the power of 
the intellect, psychotherapy, nevertheless, has advanced beyond these 
stages. References to the comparatively recent work on ‘‘character therapy ’’ 
are singularly absent. One almost has the feeling that these pioneers in 
group therapy lay more emphasis on grouping than on specifie dynamies in 
their therapeutie technics. While the effect of any activity indulged in 
within a group setting may be therapeutic, the term ‘‘psychotherapy’’ be- 
comes invalidated when so loosely used: every novelist becomes a ‘‘ psycho- 
therapist,’’ and every member of the movie projectionists’ union, a ‘‘ group 
psychotherapist. ”’ 

Klapman emphasizes the need for the therapist to be well-trained in psy- 
chiatry but his method does not absolutely demand such training. In 
Moreno’s symposium, the social worker, occupational therapist or dra- 
matie arts instructor is actually the therapist. Probably the most cogent 
point made by Klapman is that group psychotherapy is a step closer to 
specifie therapy than are occupational and recreational ‘‘therapy.’’ 

While the attempt to encourage treatment in mental hospitals cannot be 
too highly praised, premature indulgence in unrealistic overselling of this 
form of therapy is unwarranted. This reviewer’s experience with group 
psychotherapy both in a State hospital during peace-time and in a large 
army convalescent hospital during war-time has been somewhat disappoint- 
ing. In intramural psychiatry, the ‘‘ancillaries’’ to group therapy—an ef- 
ficiently run hospital with kindness and high morale—are the most potent 
forees to be coupled with individual psychotherapy. But group therapy it- 
self may be considered a psychotherapeutie ancillary. As for Klapman’s 
remarks on group therapy in private practice, they must at best be consid- 
ered tentative. 

Group psychotherapy is a young discipline. There is much to be learned 
about it and a real evaluation of its benefits must be deferred. For those 
who want a fairly complete and up-to-date review of the subject these books 


do fill the bill. 
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War Neuroses. [vy Roy R. Grinker, Lieutenant-Colonel, M. C., and Joun 

P. Sprece., Major, M. C. 145 pages with index. Cloth. The Blakiston 
Company. Philadelphia and Toronto. 1945. Price $2.75. 


During the war, when this book was first circulated by the Maey Founda- 
tion as a restricted military publication, it was greeted by military psy- 
chiatrists with unbounded enthusiasm. Grinker and Spiegel presented a 
method of ‘‘psyehotherapy’’ which could be learned by almost any psy- 
chiatrist in a short time and which achieved the most remarkable thera- 
peutic results. Unfortunately the remarkable results first reported by the 
authors were. never duplicated elsewhere and the authors themselves, as a 
result of later follow-up studies, subsequently modified their conclusions. 
Despite the premature optimism, the book was then, and still is, a contri- 
bution to military psyehiatry. It is doubtful if it has as much value for 
the civilian psychiatrist. 

The method employed, which the authors called ‘‘nareosynthesis,’’ eon- 
sisted of the injection of sodium pentothal, for the purpose of producing 
abreaction of psychic traumata, coupled with ‘‘brief psychotherapy,’’ at- 
tempting to give some insight to the patient. (Sodium amytal was also 
used but the authors preferred pentothal.) The hypnotic drugs made a 
form of hypnotherapy available to anyone who could wield_a syringe, and 
the cooperation of fhe patient for hypnosis was not required. Untortu- 
nately the authors failed to emphasize that in any form of therapy the 
patient’s cooperation (i. e., desire to get well) is a sine qua non for recoy- 
ery. One wonders what role in the therapy was played by the knowledge 
that assignment to non-combat duty (not dangerous, yet ‘‘face-saving’’- 
secondary gain of illness) was the reward for ‘‘ getting well.’’ 

The diseussion of psyehodynamics is excellent, with this criticism: The 
conceptions of ego, super-ego and id seem to be too mechanistic, a number 
of homuneuli, as it were, doing battle with one another. The stress placed 
on the use of a drug tends also to divert the reader’s interest from the psy- 
chological mechanisms. In war, ‘‘all is fair;’’ but in eivilian practice, it 
would be a disservice to the neurotie patient who does not usually present 
an acute trauma (and who seeks, and pays for, treatment) to encourage an 
attitude of passive drug reception (even with additional psychotherapy) 
instead of active (analytic) psychotherapy. The use of this method, like 
that of any other, should depend on the indications; and, in civilian prae- 
tice, the indications for this type of therapy are limited almost entirely to 
acute emergencies. 

Despite the practical limitations of nareosynthesis the book is, neverthe- 
less, provocative, stimulating and most interesting. It is highly reeom- 
mended for reading by all psychiatrists. 
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Personality Factors in Counseling. By Caries A. CurRAN, Ph.D. 279 
pages. Cloth. Grune & Stratton. New York. 1945. Price $2.00. 

There has been vast study of the individual in relation to the physical 
aspects of his nature. In recent years, there has been, and there is now, an 
increasing emphasis upon his emotional life. The author of this book de- 
velops a valuable guide for those particularly interested in healing human 
ills through the constructive use of the interview. 

The interview, until recently, was considered too personal and subjective 
to be used for research. The greatest obstacle, of course, was the difficulty 
of getting accurate reports as to what actually took place in the interview. 
There was a step forward with phonographie recording—for here, for the 
first time, was a method by which it was possible to have a total record of 
everything that took place during the counseling. The possible disagree- 
ment of judges in the evaluation of the interview was a second obstacle. It 
has been found, however, through Porter’s study, that by setting up a check 
list which ineludes all factors which the judges hope to evaluate, a definite 
understanding of what takes place can be obtained on a quantitative basis. 
There is mention of one other obstacle, the use of the ‘‘directive réle’’ in 
molding the client’s mind and attitude; counseling which is ‘‘non-diree- 
tive,’’ however, removes this obstacle in research. 

The author has done very well in the presentation of the ease of 
** Alfred,’’ which discloses the gradual unfolding of the client’s mind and 
feelings from a stage of maladjustment to that of a normal individual. The 
non-directive approach is used in this ease. The following appear to be the 
steps by which a counseling relationship is set up: The client is encouraged 
to express his feelings; he is not made to feel self-conscious whatever his re- 
sponses ; he is aided to see the fundamental drives, needs and values which 
his detailed statements often contain; his desire for independence is ac- 
cepted; he is reassured at the end of the interview that time has not been 
wasted and that the discussion of his difficulties has not been foolish; a 
definite time-limit is suggested for each interview, depending upon the ease ; 
and there is provision for future appointments. The following seem to be 
the client’s attitudes: He usually rationalizes his problems; he blames them 
on others or on physical illness; he usually has his own diagnosis formed ; 
as he is encouraged to talk over his problems, he begins to express his own 
ideas of them; the content of releases becomes broader ; the client gradually 
accepts other factors as part of his problem; he is left with his own decision 
as to whether there are to be future interviews. 


The author has presented to the reader three means by which a elient’s at- 
titudes can be evaluated : ‘‘ Interview Content Analysis,’’ which involves 19 
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different categories under four general headings of negative emotion, posi- 
tive emotion, insight, and choice: ‘‘ Problem-Solving Analysis,’’ which indi- 
cates the number of times problems were stated in interviews; and, ‘‘In- 
sight Evaluation Chart,’’ which is a similar analysis. The present study 
of Alfred agrees with findings in the studies of Royee, Snyder, Raimy, and 
Lewis: that maladjustment involves a high degree of negative-emotion fac- 
tors beeause of the large number of distinet and unrelated problems in- 
volved; that therapy consists in the client’s first facing his problems and 
then seeking the relationship among them as interviews progress; and, 
lastly, that the end of the counseling process should find the client working 
out his own solutions outside the interview situation, experiencing greater 
self-confidence and obtaining a greater degree of happiness. 

The reviewer has the feeling that this book will be valuable to anyone 
coming in contact with personal problems—eduecators, doctors, nurses, so- 
cial workers, priests and other religious workers. 


Hypnoanalysis. By Lewis R. Wo.serc, M. D. Foreword by A. Kar- 
diner, M. D. 342 pages, with index. Cloth. Grune & Stratton. New 
York. 1945. Price $4.00. 


This book is another example of the recent resurgence of interest in hyp- 
nosis as a psychotherapeutie procedure. The title, ‘‘ Hypnoanalysis,’’ re- 
fers to various attempts to combine psychoanalysis with hypnosis. In es- 
sence, this ‘‘new’’ technic is an experiment in developing Freud’s original 
hypnotie-cathartie technie along the paths laid out by his later psycho- 
analytie technic. Such a reconciliation promises a therapeutie procedure 
as penetrating as psychoanalysis but shorter for the patient and easier for 
the therapist (a short-cut by elimination of resistance). It is therefore re- 
erettable that, in this book, the promise is not fulfilled. 

The author’s preface follows a short foreword by Kardiner; this, in turn, 
is followed by the first 14 chapters of ‘‘Part One,’’ comprising a detailed 
ease history: ‘‘The Hypnoanalysis of Johan R.’’ Johan is an intelligent 
and gifted but regressed schizophrenie whose psychosis began at the age of 
42. Following three months in the State hospital, he improved sufficiently 
to leave, only to return shortly, considerably regressed. He apparently at- 
tracted the attention of the psychiatrist through his natural gifts (writing 
and painting) ; and ‘‘active treatment was attempted in the form of daily 
interviews’’ about a year after his return to the hospital. ‘‘These were sin- 
gularly sterile.’ Following sympathetic treatment by the author’s secre- 
tary, the patient began to improve and at this point was brought into hyp- 
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noanalytic treatment. The patient achieved a remarkable ‘‘recovery.’’ 
(Kardiner then devotes a number of pages to a ‘‘dynamie interpretation’”’ 
of the case.) 

**Part Two”’ is called ‘‘The Theory and Practice of Hypnoanalysis.’’ 
These six chapters comprise the remainder of the book and are titled : ‘‘ Psy- 
choanalysis and Ilypnosis,’’ ‘‘ Hypnoanalytie Procedures,’’ ‘‘The Recall of 
Buried Memories,’’ ‘‘ Hypnosis and the Transference,’’ ‘‘ I ypnosis and Re- 
sistance,’? and ‘‘Hypnosis and Interpretation.’ There is much padding 
and repetition in this part of the book not only in content but in the bibli- 
ography appended to each chapter; and Wolberg omits much pertinent ma- 
terial relating to technie (referring the reader instead to a book he is writ- 
ing called ‘‘ Medical Hypnosis.’’ 

In Chapter XIV, Wolberg states that ‘‘there is no justification for the 
belief that hypnoanalysis will cure all schizophrenies . . . Only a small 
number of psychotic persons are amenable to hypnoanalysis . . .’’ (p. 134). 
Later, he writes that ‘‘equally good results might have been obtained with- 
out this procedure.’’ (p. 135). Kardiner, in his ‘‘dynamie interpretation,” 
reaffirms the skepticism which arises as to the relationship between ‘‘sick- 


ness and cure’’ by ‘‘preferring’’ to talk ‘‘in terms of alterations . . . in 
personality organization . . . to the accompaniment of . . . hypnoanal- 


ysis.’’ (p. 136). In the chapter on ‘‘Psychoanalysis and Hypnosis,’’ Wol- 
berg leaves the reader with the impression that the criteria for the selection 
of patients for hypnoanalysis differ in no way from the eriteria for selec- 
tion for psychoanalysis. All this leads to wonderment as to why Wolberg 
chose a schizophrenic to report in this book. ‘‘Part Two’’ becomes a non- 
sequitur to ‘‘Part One!”’ 

The diseussion of the analysis of the transference in hypnosis is inade- 
quate, and the possibility of ‘‘transference cures’’ is only indirectly re- 
ferred to. The author neither proves nor affirms that hypnoanalysis is a 
necessarily shorter form of therapy stating (p. 169): ‘‘ Exactly how long 
therapy will take and how successful the results will be are questions that 
depend on the nature of the emotional problem.’’ His confusion of the 
psychological with the neurological on p. 194 is surprising, since, on the 
whole, Wolberg appears to have a fairly good understanding of psycho- 
dynamies. ‘‘The portion of the cerebrum that controls automatic writing 
seems to have access to material unavailable to the centers that control 
speech. This is possible because graphic activity eludes the vigilance of 
the ego better than does speech.’’ 

Despite these faults, the book is not without merit even if only as a tour 
de force. The interest and zeal which the author displayed as a state hos- 
pital psychiatrist in treating this and other patients cannot be too highly 
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praised. Regardless of what one concludes from the book, it offers eneour- 
agement to all state hospital psychiatrists. Wolberg’s literary style is also 
excellent ; and the case report is indeed well-presented and documented. 

This reviewer concludes with Kardiner that ‘‘a number of crucial ques- 
tions arise in considering the potentialities of the combination in hypno- 
analysis of the two technies, hypnosis and analysis. The answers to these 
questions cannot yet be made completely. The case of Johan R. yields 
many interesting observations, but one cannot leap from the conclusions 
warranted by this record to all related problems in the treatment of psycho- 
neuroses generally. These are problems that await future research.’’ 
(p. 157.) 


Through Children’s Eyes. 2d Ed. By Buancnr C. Wein. 365 pages. 
Cloth. Island Workshop Press. New York. 1944. Price $3.00. 


Blanche Weill is a psychologist who has been engaged successfully in 
advising parents on the upbringing of children and the overcoming of un- 
desirable traits in them. The work of her elinie is too well known to re- 
quire deseription here. 

She now presents to her confreres and other interested readers a sam- 
pling of the fruits of her labors in this stout volume. In. it she describes, 
with sufficient detail to be understandable, actual cases which have been 
studied and dealt with. 

Much of the text is in dialogue form, representing conversations between 
the psychologist and the child and the psychologist and the parent. Some- 
times the dialogue portrays the attitude of the parents toward the child. 
It would appear often that the term ‘‘child guidanee’’ is a misnomer and 
‘*parent guidance’? would be a more accurate expression. 

Good children are the products of good homes, in the sense of homes that 
provide the right emotional settings rather than luxuries or an excess of 
love and attention on the one hand or too rigid discipline and denial on 
the other. 

As the text implies, Dr. Weill’s interest is in the child’s understanding 
of situations. The case histories indicate how frequently misbehavior in 
children is motivated by a complete misunderstanding of the parents and 
of the home situation. The adult often fails to understand that the child’s 
point of view and conclusions are not those of the adult and this one cir- 
cumstance is often the only correction that is necessary to bring about a 
changed attitude. 

The book will be of interest to all parents and teachers and also to others 
who have responsibility for the care of children. 
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Psychiatry Today and Tomorrow. By Samuel. ZACHARY ORGEL, M. D., 
F. A. P. A. 514 pages, with index and glossary. Cloth. International 
Universities Press. New York. 1946. Price $6.00. 

The reviewer admits to considerable prejudice against this book because 
it is a conventional presentation of conventional psychiatry, although it 
seems to promise more. Its exposition of mental mechanism fails to awaken 
enthusiasm, and its description of the classical syndromes is done without 
freshness. There are special chapters on occupational therapy, social work, 
criminal law, and commitment laws, done in the same fashion. The cur- 
rently stressed ‘‘military wedding’’ of psychiatry and the army receives its 
share of discussion, without offense to anybody. 

The author’s announced intention was to assemble ‘‘material that is too 
widely seattered to be accessible to the uninitiated in psyehiatry.’’? He has 
done so, without contributing anything exceptional. At the same time, 
there seems to be little standard material which he has omitted; and the end 
result gives the impression of reports prepared against a check list. Per- 
haps this work needed to be done, but it could have been approached in a 
less palliative manner. 


The Psychoanalytic Therapy of Neurosis: By Orro Fenicuen, M. D. 
703 pages. Cloth. W. W. Norton & Company, Ine. New York. 
Price $7.50. 

The author of this book is an internationally-known psychoanalyst, with 
extensive teaching experience, both in Europe and in America. In his 
earlier book, ‘*Spezielle psychoanalytische Neurosenlehre,’’ which was pub- 
lished here under the title ‘‘Outline of Clinical Psychoanalysis,’’ Dr. 
Fenichel treated the characteristic features of the individual neuroses. The 
present volume was written in place of a second edition of the ‘‘Outline.’’ 
It comprises, not only the original subject matter of the ‘‘Outline’’ in an 
up-to-date form, but also, in addition, a general part, treating of the method 
of psychoanalysis, the various stages of mental development, the questions 
of general theory, and the mechanisms common to all neuroses. 


The general part of the book is remarkable because of its clear and syste- 
matie presentation of the basic psychoanalytic doctrine. Unnecessary tech- 
nical jargon is conspicuously absent and the subject matter is discussed in 
a style that is easily understandable; not only to the analytically trained, 
but to the non-analytie psychiatrist as well. The author gives concise defi- 
nitions of the usual analytie terms, and he makes a definite distinction be- 
tween proved scientific facts and unproved working hypotheses. 
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The special part is subdivided into sections on traumatic neuroses, on psy- 
choneuroses, on combinations of traumatic and psychoneuroses, and a final 
section on the therapy of neuroses. The theoretical text is supplemented 
by numerous references to actual life-situations, and by a large numbr of 
case summaries. These represent a great wealth of clinieal material; and 
they reflect the author’s well-rounded medical experience, and his mature 
judgment. The chapter on organ neuroses as well as the remarks on psy- 
chotherapy ought to be ‘‘must’’ reading for every practitioner of medicine. 

With reference to shock therapy and doctors who apply this form of 
therapy, the author has this to say: 

‘*The attitude of the doctors toward the treatment was regularly that of 
‘killing and bringing alive again.’ . . . It may be that the impression the 
treatment gives to the doctors corresponds to an impression it gives to the 
patient. It seems that they too experience a kind of death and rebirth. 
‘Killing the sick person and creating the patient anew’ is an ancient form 
of magical treatment. This statement, however, does not tell anything 
about the objective and non-magical alterations that may occur within the 
organism while the patient is having a magical experience.’’ 

There is a brief reference at the end of the discussion of each particular 
neurosis concerning the indications for psychoanalytic treatment; there is 
also a general discussion of this form of therapy in the final chapter. To 
the non-analytie reviewer the author’s evaluation of the applicability of 
psychoanalytic treatment may seem somewhat over-optimistie. 

The chapter on ‘‘prophylaxis’’ points out the limitations imposed upon 
‘*Mental Hygiene’’ by hard reality and unmodifiable social situations. 

The problem of our time was perhaps never formulated more concisely 
than in the following sentences quoted from the chapter on ‘‘character 
disorders :”’ 

‘‘Our present unstable society seems to be characterized by conflicts be- 
tween ideals of individual independence (created during the rise of eapi- 
talism and still effective) and regressive longings for passive dependence 
(created by the helplessness of the individual with respect to security and 
gratifieations as well as by active educational measures which are the out- 
come of the social necessity of authoritative influences). Present-day neu- 
roties have egos restricted by defensive measures. Psychoanalysis had to 
adapt itself to this new object, and that was the decisive reason for the in- 
terest psychoanalysis developed in character problems.”’ 


The discussion of the major psychoses is included in the section on ‘‘ psy- 
choneuroses.”’ 
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On page 575, paragraph 6, an editorial oversight has resulted in a dis- 
crepancy between the heading, ‘‘ Psychoses,’’ and the text, which deals with 
organ neuroses. 

There are some equations to which the average reader will not unquali- 
fiedly subseribe, e. g., child—=penis—feces, or food—milk—penis=child. 
There is also an explanation for myopia which may cause some astonishment : 
That constant use of the eve for libidinous gratifications or seopophilie im- 
pulses may cause it actively to strain in the direction of objects in order 
psychieally to incorporate them, and that this may result in a stretching 
of the eye-ball and in myopia. Such ‘‘exeursions’’ into physical territory 
are regrettable, but fortunately there are very few. 

The extensive bibliography covers 74 pages, and contains 1,646 refer- 
ences to the English and German literature up to 1948, inclusive. 

The book is intended to provide teaching aids for psychoanalytic train- 
ing, and it appears to be well-suited for this purpose. It is the reviewer’s 
impression that this book will come to be known, as a classic on psycho- 
analytic theory. 


Men Under Stress. By Lr. Cou. Roy R. Grivxer, M. C. ANp MAJgor JOHN 
P. Sprece., M. C. 484 pages. Cloth. Blakiston. Philadelphia. 1945. 
Price $5.00. 


This book is an interesting account of manifestations of war neuroses ob- 
served in men who have been in combat in the European theater. The 
subject is discussed under five captions: ‘‘1—The Men, Their Background 
and Selection; 11—The Environment of Combat; I1I—The Reaction to 
Combat-Morale; 1V—The Reaction After Combat; V—Civilian Applica- 
tions.’’ 

Now that the war is over the last section is of particular interest to psy- 
chiatrists. The emergency of war stimulates scientific, inventive and pro- 
ductive capacities far beyond what would be encountered in times of peace. 
The government subsidized and encouraged research in all fields related 
directly or indirectly to the health and efficiency of the fighting forees. War 
has always been a stimulus to medical sciences. A great number of en- 
tirely new discoveries or new adaptations of already known principles or 
techniques are revised or invented. In this chapter the authors point out 
some of these applications to the psychiatry of civil life. 


The book is based upon the experience of good observers who were actu- 
ally on the ground and could deseribe what was seen and understood. 
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My Three Years with Eisenhower. [}y Carrain [larry C. Burcier, 
USNR. xvi and 911 pages, with 26 illustrations, glossary and index, 
endpaper maps of North African and European Theaters. Cloth. 
Simon and Schuster. New York. 1946. Price $5.00. 


This study of the commander-in-chief of the greatest allied foree in world 
history has been much-publicized, and deservedly so. When General Eisen- 
hower decided on the unprecedented step of adding a naval officer to his 
staff, the navy allowed him to make his own selection; and he chose a per 
sonal friend of 16 years standing. The friend was a trained writer and 
radio man; and when the general asked him to keep a diary—expecting it 
to be principally a catalogue of names, dates and places—a voluminous 
document of great human interest resulted. 

This volume is, unavoidably, a chronicle of the principal events of the 
war in North Africa, Italy and Europe as seen at the time by the allied 
high command; and it is, unavoidably also, a full-length portrait of an emi- 
nent personage by an intimate friend who is obviously an admirer but 
fortunately no hero-worshipper. Aside from these necessary points of re- 
semblance, however, Captain Butcher’s book has little in common with any 
conventional work of war memoires which this reviewer can recall. In the 
present reviewer’s opinion, Captain Butcher’s diary is likely to establish 
its greatest permanent value as a most instructive document on interper- 
sonal relationships. 

On the matter of reconciling conflicting personal views, General Ejisen- 
hower seems to have been close to a genius. He handled such diffieult in- 
dividuals as Churchill, Montgomery and de Gaulle with a suecess which it 
would seem extreme under-statement to ascribe to unfailing intuition. 
Strangely, he seems to have had little difficulty with Roosevelt, who appears 
to have been content to select the best commander available and then trust 
his judgment—this, in spite of rumors thrice compounded among persons 
who included firm Roosevelt supporters, that the President forced his 
opinions as an amateur grand strategist on the military as Lincoln did 80 
years before. That Churchill tried to do that very thing, however, was 
never made more apparent than by the entries in this diary. Eisenhower 
seems to have approached all his problems from the strictly professional 
military point of view, the defeat of the enemy at the smallest possible cost 
in lives and matériel—and he seems to have had the vigorous backing of 
Roosevelt in this objective. Churchill seems to have fought to the last ditch 
for a grand strategy which even most of the British military leaders 
thought undesirable, an invasion of southern Europe through Jugo-Slavia 
instead of the lightning thrust through Franee which actually ended Ger- 
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man resistance. Whether Churchill foresaw the present array of western 
Europe against Russia and her satellites, and wished to drive into the Bal- 
kans to forestall it, is unfortunately not made plain in this work—very 
likely the motive was unknown to General Eisenhower himself, let alone his 
diarist. But that Eisenhower’s motives were purely military—the desire 
to destroy the enemy with the fewest losses in the shortest possible time— 
is established by entry after entry. And that he is one of the greatest mili- 
tary strategists of all time seems established, not only by the sensational 
success of his planning, but by the testimony of the Russian leaders after 
Germany fell. Butcher’s book airs the controversy over Montgomery but 
in a restrained and temperate fashion; the diary testimony would also 
seem to refute rather convincingly the charge that Eisenhower lost his 
head when he placed American armies under Montgomery’s command dur- 
ing the battle of the bulge. 

This volume is a masterly exposition of how an American general made 
friends and influenced people. As such, it is a social document of the high- 
est importance. Eisenhower seems to have played a réle, which was sus- 
pected by few at the time, of settling conflicts in high places on the basis 
that first things came first, that defeating Germany with the smallest pos- 
sible loss of life was the only objective worth considering. Future diplo- 
mats may find Butcher’s report a splendid text-book. 

To the mind of this observer, the greatest importance of this volume— 
perhaps strangely to those who have not read it—is in the field of social 
science. Eisenhower seems to have handled the problem of national and 
personal jealousy in a fashion which deserves the term ‘‘genius.’’ He han- 
dled the British and American armed forces as a single command; and he 
made them a single command. The higher British officers who served under 
him—with, perhaps, one notable exeception—seem to have forgotten they 
were British. Most of the Americans of higher rank seem also to have 
forgotten they were American when they dealt with the British. 

We and the English speak—with different accents and meanings—ap- 
proximately the same language. We derive our political and social institu- 
tions from a common source, although we have developed them very dif- 
ferently. In general, the modern Englishman and modern American hold 
their principal ideals in common—enduring peace and security. Yet the 
amount of conflict in welding Britisher and American into a single armed 
foree would seem, as Butcher relates it, almost ineredible in extent. Pat- 
ton’s junior officers grumbled that Eisenhower was ‘‘the best general the 
British had.’’ Montgomery and his juniors seem to have ‘‘beefed’’ that 
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they could have taken Berlin if Ensenhower had not diverted too much 
transport to the Americans. With complete understanding among most of 
those of commanding rank, Butcher cites incident after incident to show 
national jealousies among the juniors. 

Of course, the responsible British understood the problem—but it was 
Eisenhower who had to solve it. As a matter of British understanding, one 
might eite one of Buteher’s most colorful narratives. A British-invented 
story had it that a British and an American officer had such a violent 
quarrel that both were called before the commanding general. Eisenhower, 
said the Britishers’ tale, reprimanded the Englishman severely and dis- 
missed him. Then he turned to the American, said he considered the Eng- 
lishman had been completely in the wrong, said he didn’t blame the Amer- 
ican for being angry, even for calling the Britisher a ‘‘so and so.’’ But 
he did blame him for ealling him a ‘‘ British so and so,’’ and he was sending 
him home on a slow boat without escort (which seems to have been his 
favorite joke). 

‘*General Ike,’’ it appears, was almost constantly preoccupied with this 
problem of inter-group and interpersonal relationships. Butcher’s diary 
is filled with incidents relating to it. Besides the major problem of British 
versus Ameriean pride, there was that of the Anglo-Americans versus the 
de Gaulle French, and, in our own army, that of negro versus white. The 
minor ramifications could hardly be enumerated—the Poles under Canadian 
command for instance. 

This reviewer feels that Butcher’s diary could well be used as a text for 
students of similar problems for many years to come. In some ways, it is 
not too encouraging a text. If Eisenhower had such difficulty in welding 
together temporarily to win a desperate war the closely-related British and 
Americans, what is one to do with such a dirty relic of Naziism as re- 
surgent anti-Semitism? Those of us in contact with such a problem—and 
who of us are not—could do worse than study how General Eisenhower 
handled it. 

The form and style of Captain Butcher’s book have much to commend 
them. The endpapers are adequate for the following of the North African, 
Italian and western European campaigns. The glossary interprets military 
slang as well as official military abbreviations. The volume as a whole is far 
more illuminating than the excerpts which preceded it by publication seri- 
ally. One might wish for a better title; the one chosen has presumably 
sold books, but it gives a highly inadequate idea of the content. 
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While You Were Gone. A Report on Wartime Life in the United States. 
JACK GOODMAN, Editor. viii and 625 pages with appendix, index and 
editor’s introduction. Cloth. Simon and Schuster. New York. Price 
$3.50. 


This is a reorientation volume covering domestic life and activities in the 
United States during war years. It was compiled for the benefit of the 
long-absent veteran at the suggestion of an officer ‘‘stationed on a lonely 
assignment somewhere in the Pacifie.’’ It covers civilian feelings, behavior 
and reactions to the war; governmental affairs; developments in industry, 
agriculture and science; the press, theater, movies and radio during the war 
years; and our general postwar planning. ‘Twenty-six writers, all well- 
known and a number among the highest authorities in their fields, econtrib- 
uted the 24 articles in these five general categories. A useful appendix is a 
reeord of Congressional voting on 16 crucial issues during the war period. 

There is much in this volume that is sobering and provocative of much 
thought. Carey MeWilliams’ article on racial minorities, for example, 
marshals material to show in impressive fashion the great seriousness of a 
problem which most American stay-at-homes had visioned as merely an un- 
pleasant series of disconnected or loosely connected incidents spread out 
over a period of years. Dr. Gerald Wendt’s review of scientific achieve- 
ment including the advance of medicine and the release of atomic power 
also includes matter to inspire much concern for the future as well as pride 
in our astonishine advances. 

But the lighter moments of civilian wartime life are not forgotten. Paul 
Callico reports on domestic news and topies of conversation with examples 
ranging from the capture and exeeution of the Nazi saboteurs to Hollywood 
seandal and the song about der Feuhrer’s face. James Thurber contributes 
a most entertaining chapter about animals; and Norman Corwin’s contribu- 
tion on radio and Milton Caniff’s on the comies are both brilliant and amus- 
ing. 

The political viewpoints in the articles on government and international 
relations are generally representative of the liberal but not leftish elements 
of the two major parties. 


‘‘While You Were Gone’’ should be of both the interest and use to the 
service man long out of the country which its authors intended. But it 
should be of just about as much value to the civilian stay-at-home. The 
war made tremendous temporary changes in the lives and ways of Amer- 
ieans. That profound changes of a different type will develop and continue 
seems sure. But it is a question whether most of us who stayed at home 
are very much better informed about just what has taken place and is now 
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taking place than were our sons and brothers abroad. We at home were 
preoccupied with our own war problems, some of us with war jobs, some 
of us with overwork on our old jobs, some—because of friends or relatives 
with the prospects of our troops on one front or another, some with national 
or international polities. It is safe to say that in such changing years few 
or none of us had much conception of ourselves and our national problems 
asa whole. To the reader with that realization, this volume will seem as in- 
teresting and important for the stay-at-home civilian as for the soldier 
home from Germany and the sailor back from Japan. 


Yearbook of Psychoanalysis. Volume 1. SANpor Loranp, M. D., Editor. 
370 pages, large octavo (8”%x 10”). Cloth. International Universities 


Press. 1945. Price $10.00. 


Dr. Lorand, assisted by an editorial board consisting of Drs. Brill, 
Bunker, Bertram Lewin, C. B. Oberndorf and 16 collaborating editors, has 
prepared this review of psychoanalysis for the year 1945. It covers the 
years since 1942, as this is the first volume to be published. 

In an introduction, Dr. Brill gives Lorand credit for conceiving the idea 
of the volume and of actually organizing the group which prepared it. The 
idea is to publish annually a journal consisting of important papers on 
psychoanalysis which would be of interest to physicians, psychologists, 
anthropologists and laymen who do not have access to the regular channels 
of psyehoanalytical information. The editors selected the papers which 
appear in this first volume and did so with discrimination and judgment. 

The first article is one by Sigmund Freud: ‘‘Remarks upon the Theory 
and Practice of Dream Interpretation.’’ This paper is a re-statement of 
some pages in the Traumdeutung which require revision. It serves to clar- 
ity and, in some instances, modernize Freud’s previous work but does not 
offer any essential modifications. 

We also welcome an article, in print again, from Ernest Jones of London. 
It, too, is not a newly-published paper but fits into a place in this group of 
papers which makes it useful. 

srill’s article on the universality of symbols is already known to Amer- 
ican readers but a reprint of it is welcome. 

-apers by Zilboorg, Ives Hendrick and others are interesting contribu- 
tions to the volume. Mention should be made, too, of the symposium on 
neurotic disturbances of sleep, thoroughly done and covering some 40 large 
octavo pages. The reviewer would like to devote space to a discussion of 
each of these interesting articles, if space and time made it possible. 

For anyone who wishes to keep abreast of psychoanalytic literature this 
volume will be invaluable. 
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Other Publications Received 
New Pelican Books. AN ENEMY or THE PEOPLE: ANTISEMITISM. By 
James Parkes. 151 pages with index. 

MATHEMATICIAN’S Deicut. By W. W. Sawyer. 215 pages, with numer- 
ous line drawing illustrations and test problems. Both paper. Penguin 
Books, Ine. New York. 1946. Price 25 cents each. 

These volumes are two more of the new pocket series of original and re- 
printed 25-cent books on seientifie and other non-fictional subjects. Both 
were previously published in England, and both were written originally for 
the English Pelican Book series. 

James Parkes’ Ibsenesque title presents one of the clearest, simplest and 
best-reasoned discussions of IHlitler’s filthy legacy of anti-Semitism that 
this reviewer has ever seen. It is temperate; it is simple, possibly even too 
simple; and it introduces the subject from the relatively painless angle of 
a historieal review of just how anti-Semitism was used during the last cen- 
tury to combat liberalism and democracy from the Urals to the eliffs of 
Dover. Parkes is a non-Jewish Englishman, which should eliminate pos- 
sible reader-resistance to Jewish self-detense; he has been writing on the 
Jewish question for 16 years and was the object in 1935 of an assassination 
attempt by the Nazi Antisemitische Weltdienst. Parkes believes the prob- 
lem is not primarily one for Jews to deal with since one symptom of the 
social disease of anti-Semitism is ‘‘that its victims do not believe anything 
that Jews say.’’ He believes that, since it is the Gentile majority which 
catches the disease, it is up to the Gentiles to eure it. At another point, he 
says, presumably speaking of England: ‘‘If 1 were asked what proportion 
of the population were at least slightly unbalanced on the subject of the 
Jews, | would say: about 95 per cent, including all the Jews themselves, 
and all the people who have made a deep study of the Jewish question.’’ 
This particular reviewer's relationship to this problem and his reaction to 
it appear to him to be precisely like those of Parkes. He personally in- 
tends, within his financial limits, to circulate as widely as possible among 
such prejudiced acquaintances and friends as seem amenable to reason 
copies of Parkes’ work. It is not the most exhaustive possible work on the 
subject, but should lend itself the better to general reading beeause of that ; 
and it does cover adequately the ground, the history, the purpose, the psy- 
chology and sociology, and the hope for eradication of this world evil. 
Parkes sets as the goal for the last the creation of a healthy society in 


which the Jews, as well as the rest of us, can feel personal and group se- 
curity. 
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W. W. Sawyer’s book will recall to many readers Lancelot Hogben’s 
‘‘Mathematies for the Million.’’ But while Hogben wrote for the numerous 
adults who at one time or another had been frightened by mathematics, 
Sawyer writes from the point of view of teaching—both of teaching others 
and of self-teaching. Dr. Sawyer thinks that the way to teach or learn 
mathematies is to relate it to everyday things; he believes practical mathe- 
maties should come before pure mathematics, that a person teaching or 
learning arithmetic, geometry or calculus or the fascinating possibilities of 
the square root of minus one should relate his mathematics to problems he 
is interested in and learn what mathematics he needs to apply to his prob- 
lems. This small book gives numerous convincing and simple illustrations 
of this method; teachers should find it of interest, not only for teaching 
mathematies itself but for much suggestive discussion of technique and 
rationale in teaching; and it seems that it might be of particular use in 
eases of problem children with learning disabilities. 

WOMANHEALTH. Published by the Ortho Pharmaceutical Corporation. 23 
pages. Paper. Linden. New Jersey. 1946. Free to physicians. 

This is a manual intended for the use of physicians in presenting an out- 
line of the anatomy and functions of the female genital organs to women 
patients. It is a highly simplified digest of the general material a woman 
patient should know about herself from puberty through the menopause. 
The publishers say it was written by ‘‘a prominent woman obstetrician and 
gynecologist.’ The information covers a background which we may pos- 
sibly be too ready to assume any intelligent patient already possesses ; emo- 
tional changes accompanying the physical are not mentioned. Interested 
physicians may obtain free copies for inspection or for distribution from 
the publishers. The booklet contains no advertising other than the name 
and address of the publishing corporation. 


Towarp MentaL Heautu. By George Thorman. Publie Affairs Pamphlet 
No. 120. 32 pages. Paper. Public Affairs Committee, Inc. 22 Kast 
38th Street, New York 16, N. Y. Price 10 cents. 

This is the latest of several excellent little pamphlets contributed by the 
Public Affairs Committee to the cause of individual and social mental 
health and mental hygiene. This one was done in cooperation with the Na- 
tional Mental Health Foundation and has been carefully reviewed by au- 
thorities in the psychiatric field. Consequently, it is concise, informative, 
unsensational and authoritative; the language is painstakingly simple. It 
gives the principal facts concerning the cause, treatment and prevention of 
mental and emotional disorder and includes a strong appeal for the im- 
provement of our public institutions and the provision of more facilities 
and more personnel for psychiatric treatment. This booklet*can be given 
safely to any inquiring layman. 
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QUARTERLY SUBSCRIPTION RATE IS NOW $4.00 

Kffective with the publication of this issue, the rate for individual sub- 
seriptions to THe Psycuiarric QUARTERLY is increased from $2.00 to $4.00 
a year. Because it is both a scientifie publication and an official publication 
of the State of New York, THe QuaArTERLY has always been sold at a rate 
intended merely to cover its costs, not to return a profit to the publisher, 
which is an agency of the State. For a number of years, the previous rate 
for individuals has failed to meet publication costs by an inereasingly wide 
margin. The increase is designed to remedy this situation. The rate for 
subscriptions outside the United States and its possessions will be $4.50 a 
year. 

Prices for re-prints of scientific papers published in Tie QuARTERLY have 
also been increased for similar reasons. Both the new subscription rate 
and the new re-print prices are calculated on a non-profit basis, and are 
well below the charges made by most comparable scientific journals which 
must meet the higher costs of private printing. For the present, the sub- 
scription rate for the semi-annual Psyciuiarric QUARTERLY SUPPLEMENT— 
the contents of which have been changed radically in the direction of more 
educational and general informative material—remains unchanged at $1.00 
a year. 
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MENTAL HYGIENE COMMITTEE DEFENDS PUBLIC MENTAL 
HOSPITALS 

The National Committee for Mental Hygiene has taken a position pub- 
liely in defense of mental hospital directors who are endeavoring to main- 
tain standards of therapy and administration but warns administrators 
that they may become ‘‘accessory’’ to crime if they fail to inform the 
publie that facilities and funds to meet their responsibilities are lacking. 
An editorial in the current issue of ‘‘ Mental Hygiene’’ points out that ‘‘by 
convicting institutions in a few supposedly leading states, the handling of 
the mentally ill in the whole country, if not in the whole world, is im- 
peached.’’ The editorial, referring to current attacks in various publica- 


tions on mental institutions, concludes, however, that the; attacks differ 
from those of the past in that ‘‘a system,’’ rather than the administration 
of specifie institutions is under fire. The committee pledges itself to sup- 
port all hospital administrators who endeavor to keep up the standards of 
the American Psychiatrie Association. 
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NEW YORK INSTITUTIONS SHOW POST-WAR ACTIVITY 

Numerous important developments in the institutions of the New York 
State Department of Mental Hygiene have been inaugurated since the ces- 
sation of fighting in World War II and are now well under way. They in- 
clude intensive, centralized efforts for the improvement of the nursing 
services, child guidance, physiotherapy, nutrition and social service 
throughout the State, besides a greatly expanded educational program for 
the training of psychiatrists in the State institutions. 

A huge post-war building program is under way, with new construction 
started or planned at most of the State’s hospitals and schools, and with a 
particularly noteworthy feature the replacement of Manhattan State Hos- 
pital, which had been scheduled for abandonment, with a new, modern and 
permanent plant to serve the New York City area. 

The patient population of the public institutions, which dropped during 
the war, has begun to resume its upward trend, and plans are being made 
to meet it. The aim, as defined recently by Commissioner of Mental Hy- 
giene Frederick MacCurdy, M. D., is to make the hospitals centers of 
curative treatment, not custodial care. Research programs have been en- 
couraged and expanded with that objective in view. 

A general review of this program is included in Part 1 of THE Psycuta- 
TRIC QUARTERLY SUPPLEMENT, Vol. 20, 1946; and later developments will 
be reviewed in Part 2. Interested readers are referred to this publication 
for further particulars. THE QUARTERLY also wishes to call attention again 
to the changed policy governing publication of THE SuprPLEMENT, which is 
now a semi-annual journal with the principal objective of presenting more 
general and educational articles in the psychiatric field than can be ecar- 
ried in the more technical QUARTERLY. 
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DR. JACOB KASANIN DIES AT THE AGE OF 50 


Dr. Jacob Kasanin, widely-known psychiatrist, author and teacher, died 
in San Francisco on May 5, 1946, at the age of 50, following a cerebral 
hemorrhage. He was director of the psychiatry department of Mount Zion 
Hospital of that city. Dr. Kasanin, born in Russia, was a graduate in 
medicine of the University of Michigan and had practised in Boston and 
Chieago before going to San Francisco, besides holding important teaching 
positions. He was the author of ‘‘Language and Thought in Schizo- 
phrenia’’ and of numerous scientific papers published in psychiatrie jour- 
nals. His professional activities included membership in the American 
Psychiatrie Association and the past presidency of the Ameriean Ortho- 
psychiatrie Association. 
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PENNSYLVANIA WORKERS HAVE COORDINATING 
CONFERENCE 

The first annual coordinating conference of the Western State Psyehi- 
atric Institute and Clinie of Pittsburgh, Pa., was conducted early in April 
of this year with about 800 persons in attendance. The discussions con- 
cerned the coordination of psychiatry, clinical psychology and_ psyehi- 
atric social service, as well as the encouragement of cooperation between 
psychiatry and general medicine. Administration, treatment, group psy- 
chotherapy, social service, psychiatric nursing and psychology were some 
of the subjects considered. 

The Western State Institute has announced the establishment of 12 posi- 
tions for senior and junior research workers in psychiatry and such related 
fields as internal medicine, biochemistry, neuropathology, neurophysiology 
and clinical psychology. 
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DR. CHARLES H. HELFRICH IS DEAD AT 62 

Dr. Charles H. Helfrich, pioneer surgeon in this country of the present- 
day technique of mastoid operations and a practising physician in New 
York City for 57 years, died May 30, 1946, in Passaic, N. J., at the age of 
82. Dr. Helfrich studied the early technique of mastoidectomy in Europe 
60 years ago and returned to this country to practise. For a time, he 
served as resident physician in the institution which is now Manhattan 
State Hospital. 
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PSYCHIATRIC ASSOCIATION OFFICERS 

Winfred Overholser, M. D., of Washington, D. C., was named president- 
elect of the American Psychiatrie Association at the group’s 102nd annual 
meeting. Samuel W. Hamilton, M. D., also of Washington, became presi- 
dent. Other officers chosen were: Leo H. Bartemeier, Detroit, secretary- 
treasurer; and councillors, Kenneth Appel, M. D., Philadelphia; Karl M. 
Bowman, M. D., San Francisco; William C. Menninger, M. D., Topeka, 
Kansas; and Thomas A. C, Rennie, M. D., New York City. 
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WEISS HEADS PSYCHOSOMATIC RESEARCH SOCIETY 
Edward Weiss, M. D., was elected president of the American Society for 
Research in Psychosomatic Problems, Ine., at its third annual meeting in 
New York City in May, 1946. Edwin G. Zabriskie, M. D., was re-elected 
secretary-treasurer and Adolf Meyer, M. D., honorary president. 
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INTENSIVE COURSES IN PSYCHIATRY AND NEUROLOGY 

Institutions increasing their efforts to train physicians in psychiatry and 
neurology to meet the urgent post-war need include the University of Cal- 
ifornia and the Long Island College of Medicine. The University of Cal- 
ifornia’s extension division is cooperating with the university medical 
school in offering a 12-week refresher course in psychiatry and neurology 
this fall under the direction of Dr. K. M. Bowman, a repetition of a special 
course given last winter and spring. The Long Island College of Medicine 
has virtually doubled its teaching program in research into psychiatry 
with the appointment to the staff of the William Alanson White Memorial 
Clinie of nine additional psychiatrists. The two schools are included in a 
list of more than 20 announced by the Veterans’ Administration in May 
as cooperating in training by offering residencies for physicians. The ex- 
tensive training program in psychiatry of the New York State Department 
of Mental Hygiene is reported in THE PSYCHIATRIC QUARTERLY SUPPLE- 
MENT, Vol. 20, Part 1, 1946. 





4 


MENTAL HYGIENE COMMITTEE SESSION TOPICS 


Practice and prospects in combatting Fascist ideology will be one of the 
important topics discussed at the 37th annual meeting of the National 
Committee for Mental Hygiene in New York, October 30 and 31. Mental 
hospitals and citizen responsibility, and federal law in aid of state mental 
hospital systems will be among other topies taken up. 
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MINER H. A. EVANS, M. D., SPECIALIST IN FORENSIC 
MEDICINE, DIES 


Dr. Miner H. A. Evans, neurologist and psychiatrist, and one of the best- 
known medical consultants in criminology in this country, died in Welles- 
ley, Mass., on May 5, 1946. Dr. Evans, a graduate of Harvard Medical 
School in 1912, believing that few lawyers were equipped to handle medical 
evidence and few doctors equipped to testify in court, studied law at Bos- 
ton University, graduating in 1915 and being admitted later to both the 
Massachusetts and the federal bars. He served at various periods as a 
staff member or consultant in psychiatry or neurology at various New 
England hospitals. For some 40 years, he was one of the best-known 
experts in this country on these specialties in relation to criminology, and 
he was an expert witness at many important trials. 
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DR. WEBSTER, FORMER DANNEMORA HEAD, DIES, AGED 62 


Blakely R. Webster, M. D., who retired as head of Dannemora State Hos- 
pital in 1944 after 32 years of service with the State institutions for the 
criminal insane, died at Plattsburgh, N. Y., on May 10, 1946. He was 62 
years old. Dr. Webster, born in Middletown, became a junior assistant 
physician at Matteawan in 1912. He transferred to Dannemora in 1919 
and was superintendent of that institution from 1935 until his retirement. 
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“AMERICAN JOURNAL OF MEDICINE’? APPEARS 


, 


The ‘‘ American Journal of Medicine,’’ a new publication for clinical and 
research reports and seminars on matters of current interest made its first 
appearance with the issue of July, 1946. The editor is Alexander B. Gut- 
man, M. D., assistant professor of medicine, College of Physicians and Sur- 
geons, Columbia University. 
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LOUIS BERMAN, M. D., WIDELY-KNOWN ENDOCRINOLOGIST, 
DIES 


Dr. Louis Berman, internationally-known endocrinologist, a founder of 
the New York Endocrinology Society, research worker and writer, died in 
New York City on May 16, 1946, at the age of 53. Dr. Berman was a pi- 
oneer in the study of endocrinology as related to personality, and he wrote 
extensively on the subject. He once predicted that both crime and mental 
disorder would be eliminated by endocrinological research. His numerous 
books ineluded ‘‘The Glands Regulating Personality,’’ ‘‘The Personal 
Equation,’’ and ‘‘ New Creations in Human Beir ’s.’’ 





